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inside as well as outside the hospital... 
staphylococci usually remain sensitive to 


CHLOROMYCE 


(chloramphenicol, Parke-Davis) 
That the sensitivity patterns of “street” staphylococci differ widely from thos@-of 


“hospital” staphylococci is a well-established clinical fact.!> Although strains of 


staphylococci encountered in general practice have remained relatively sensitive to 
a number of antibiotics,* the problem of antibiotic-resistant staphylococci appears 
to be a threat to all patients in hospitals today. It is encouraging to note, however, 
*... that a relatively small percentage of strains develop resistance to chloram- 
phenicol, despite the consumption of large amounts of this antibiotic.’”’? 


In one hospital, for example, CHLOROMYCETIN “...was the only widely used 
antibiotic to which few of the strains were resistant.’ In another hospital, despite 
steadily increasing use of CHLOROMYCETIN since 1956, “...the percentage of 
chloramphenicol-resistant strains has actually been lower in subsequent years.”! 
Elsewhere, insofar as hospital staphylococci are concerned, it appears that “...the 
problem of antibiotic resistance can be regarded as minimal for chloramphenicol.’ 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including 
Kapseals® of 250 mg., in bottles of 16 and 100. 


See package insert for details of administration and dosage. 


Warning : Serious and even fatal blood dyscrasias (aplastic anemia, hypoplastic anemia, thrombocytopenia, 
granulocytopenia) are known to occur after the administration of chloramphenicol. Blood dyscrasias have 
occurred after short-term and with prolonged therapy with this drug. Bearing in mind the possibility that 
such reactions may occur, chloramphenicol should be used only for serious infections caused by organisms 
which are susceptible to its antibacterial effects. Chloramphenicol should not be used when other less 
potentially dangerous agents will be effective, or in the treatment of trivial infections such as colds, influ- 
enza, viral infections of the throat, or as a prophylactic agent. 


Precautions: It is essential that adequate blood studies be made during treatment with the drug. While 
blood studies may detect early peripheral-blood changes such as leukopenia or granulocytopenia, before 
they become irreversible, such studies cannot be relied upon to detect bone marrow depression prior to 
development of aplastic anemia. 
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IN VITRO SENSITIVITY OF 250 STRAINS OF STAPHYLOCOCCI 
TO CHLOROMYCETIN AND TO FOUR OTHER ANTIBIOTICS* 


CHLOROMYCETIN 78% 


aniivicticn ae 


These strains of coagulase-positive staphylococci were isolated from hospitalized patients at a 
large county hospital during the year 1959. Sensitivity tests were done by the disc method. 
* Adapted from Bauer, Perry, & Kirby 


References: (1) Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 173:475, 1960. (2) Fisher, M. W.: 
Arch. Int. Med. 105:413, 1960. (3) Cohen, S.: Circulation 20:96, 1959, (4) Edwards, T. S.: Am. J. Ophth. 
48, Part 11:19, 1959. (5) Smith, I. M.: Staphylococcal Infections, Chicago, The Year Book Publishers, Inc., 
1958, p. 148. (6) Petersdorf, R. G.; Rose, M. C.; Minchew, H. B.; Keene, W. R., & Bennett, I. L., Jr.: 
Arch. Int. Med. 105:398, 1960. (7) Editorial: J.A.M.A. 173:544, 1960. (8) Finland, M.; Jones, W. F, Jr. & 


Bennett, I. L., Jr.: Arch. Int. Med. 104:365, 1959. steer 
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AVacation from Hay Fever 
is a Real Vacation 
ANYWHERE = ANYTIME 


Just a “poof” of fine NTZ spray 
brings relief 1n sECONDS, FOR HOURS 


NIZ isa potentiated, balanced 


combination of these well known ad 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 
— dependable vasoconstrictor NASAL SPRAY 


and decongestant. 
Thenfadil® HCl, 0.1% Supplied in leakproof,~*<s_ 
potent topical pocket size 
antihistaminic. squeeze bottles of 20 cc, ~~ 


Zephiran® Cl, 1:5000 
antibacterial wetting 
agent and preservative. 


LABORATORIES 
New York 18, N. ¥. 
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Richmond 4, Virginia 
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NEW UNEXCELLED TASTE & 


SYRUP OF CHLORAL HYDRATE 


NEW RALDRATE NOW SOLVES THE PROBLEM 
OF TASTE RESISTANCE TO CHLORAL-HYDRATE 


10 Grains (U.S.P. Dose) of palatable lime flavored 


chloral-hydrate syrup in each teaspoonful 


RAPID SEDATION WITHOUT HANGOVER 


JONES and VAUGHAN, INC. richmonp 26, va. 


NEW UNEX TASTE, 
if 
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= EMOTOGENIC 


Whatever the cause... 
be[ barb soothes 
® the agitated mind and 
calms 6-1 spasms 

“ bital and the 

Pe of fixed proportions 
of natural belladonna 
alkaloids on the 
6-1 tract. 


Sedative—Antispasmodic 
20 years of clinical satisfaction 
sedative action. 


barb 


CHARLES C. 
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WHEN 

THE PATIENT 

WITHOUT 

ORGANIC DISEASE 

chronic constipation, 
flatulence, belchin 
intestinal atony, 

indigestio 


CONSIDER biliary dysfunction and NEO 


NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 

i : Dehydrocholic Aci nd, 
PIM Go. 265 mg. (Dehydrocholic Acid, 250 ma; Sy PITMAN-MOORE COMPANY 


Homatropine methylbromide 1.2 mg.; Phenobarbital 1 M DIVISION OF THE DOW CHEMICAL COMPANY 
8.0 mg. Supplied in bottles of 100 tablets, INDIANAPOLIS 6, INDIANA 
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nsibility to the public 
we serve is the accurate dispensing of 
modern drugs to the physicians’ exact 
specifications. Fresh, potent ingredients 
are always used...and each step is 
checked for accuracy. At Peoples, you are 
assured skilled professional service... 
in keeping ht | 
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PEOPLES SERVICE DRUG STORES 
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YOU GET ALL 3 
ONLY WITH Mrs. FILBERT’S 
CORN OIL MARGARINE! 


COMPARE WITH OTHER MARGARINES CONTAINING CORN OIL 


100% CONTAINS OFFERS 
CORN LIQUID MONEY-BACK 
OIL CORN OIL GUARANTEE 


MRS. FILBERT’S Y Y Y 
BRAND “B” Vi 
BRAND Y 


Mrs. Filbert’s- 
CORN OIL MARGARINE 


“The only one that gives all 3” 
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...time after time, Patrician “200” guarantees 
X-ray exposures exactly as you dial them 


In periodic patient follow-up, you really 
come to appreciate the meaning of “True-to- 
Dial” accuracy with the G-E Patrician “200” 
combination. Film comparison is easier be- 
cause of guaranteed consistent x-ray output. 
Performance holds predictably from range 
to range . . . even from one G-E unit to 
another! And with it you get so many more 
Patrician features: full-size 81” tilting table 
. .. independent tubestand . . . counterbal- 
anced, not counterpoised, fluoroscopic screen 
or spot-film device . . . radiation confined to 
screen area by automatic shutter limiting 


device... economy of purchase and operation, 
You can rent the Patrician. G-E Maxiserv- 
ice® plan provides an attractive alternative 
to outright purchase. Included, for a con- 
venient monthly fee, are installation, mainte- 
nance, parts, tubes, insurance, local taxes. 
Contact your G-E x-ray representative listed 
below for details. 


Progress /s Our Most Important Product 
GENERAL ELECTRIC 


DIRECT FACTORY BRANCHES 


BALTIMORE 
3012 Greenmount Ave. * HOpkins 7-5340 
NORFOLK 
Room 707, Medical Tower Bldg. * 400 Gresham Drive 
MAdison 5-0561 
RICHMOND 
3425 W. Leigh St. » ELgin 9-5059 
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ROANOKE 
515 Norfolk Ave., S.W. * Dlamond 3-6209 


WASHINGTON, D. C. 
Silver Spring, Md., 8710 Georgia Ave., N.W. 
JUniper 9-4355 


Vircinia Mepicat MONTHLY 


A 


sedative- 
enhanced 


e More satisfactory than “the usual analgesic compounds” for relieving pain and anxiety.* 

e More effective than a standard A.P.C. preparation for relief of moderate to severe pain.” 

Each PHENAPHEN capsule contains: Also available: 

Acetylsalicylic acid (2% gr.) 162mg. PHENAPHEN with CODEINE PHOSPHATE 

Phenacetin (3 gr.) 194 mg. Ya GR. (16.2 mg.) Phenaphen No. 2 
PHENAPHEN with CODEINE PHOSPHATE 

Phenobarbital (% gr.)............ .... 16.2 mg. Ye GR. (32.4 mg.) Phenaphen No. 3 

Hyoscyamine sulfate 0.031mg. PHENAPHEN with CODEINE PHOSPHATE 

1 GR. (64.8 mg.) Phenaphen No. 4 

-Bottlesof 100 and 500 capsules. 

A. H. ROBINS Co., INC., RICHMOND 20, VIRGINIA PFighis) 

Making today’s medicines with integrity ...seeking tomorrow’s with persistence. Rg 
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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and Hffective 


for the tense and 
nervous patient 


1 simple dosage schedule relieves anxiety 
dependably — without the unknown dangers 
of “new and different” drugs 


9 does not produce ataxia, stimulate the 
appetite or alter sexual function 


3 no cumulative effects in long-term therapy 


A does not produce depression, Parkinson-like 
symptoms, jaundice or agranulocytosis 


5 does not muddle the mind or affect 
normal behavior 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 


tablets; bottles of 50. Also as MEPROTABS*—400 mg. @ 
unmarked, coated tablets; and in sustained-release ® 
capsules as MEPROSPAN®-400 and MEPROSPAN®-200 
(containing respectively 400 mg. and 200 mg. meprobomote). 


*TRADE-MARK meprobamate (Wallace) 


WALLACE LABORATORIES / Cranbury, N. J. 


cm-4730 
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in bacterial 
tracheobronchitis 


promptly 


to gain precious 
therapeutic hours 


Panalba your broad-spectrum 
antibiotic of first resort 


In the presence of bacterial infection, taking a culture to determine 
bacterial identity and sensitivity is desirable—but not always practical 
in terms of the time and facilities available. 

A rational clinical alternative is to launch therapy at once with 
Panalba, the antibiotic that provides the best odds for success. 

Panalba is effective (in vitro) against 30 common pathogens, includ- 
ing the ubiquitous staph. Use of Panalba from the outset (even pend- 
ing laboratory results) can gain precious hours of effective antibiotic 


treatment. 


Supplied: Capsules, each containing Panmycin* Phosphate 
(tetracycline ite complex), equival to 250 mg. tetra- 
cycline hydrochloride, and 125 mg. Albamycin,* as novobiocin 
sodium, in botties of 16 and 100. 

Usual Adult Dosage: 1 or 2 capsules 3 or 4 times a day. 

Side Effects: Panmycin Phosphate has a very low order of 
toxicity comparable to that of the other tetracyclines and is 
well tolerated clinically. Side reactions to therapeutic use in 
patients are infrequent and consist principally of mild nausea 
and abdominal cramps. 

Albamycin also has a relatively low order of toxicity. In a cer- 
tain few patients, a yellow pigment has been found in the 
plasma. This pigment, apparently, a metabolic by-product of the 
Grug, is not necessarily associated with abnormal liver function 
tests or liver enlargement. 


Urticaria and maculopapular dermatitis, a few cases of leuko- 
penia and agranulocytosis have been reported in patients 
treated with Albamycin. Most of these side effects usually 
disappear upon discontinuance of the drug. 

Caution: Since the use of any antibiotic may result in over- 
growth of nonsusceptible organisms, constant observation of 
the patient is essential. If new infections appear during ther- 
apy, appropriate measures should be taken. 

Total and differential blood counts should be made routinely 
during prolonged administration of Albamycin. The possibility 
of liver damage should be considered if a yellow pigment, a 
metabolic by-product of Albamycin, appears in the plasma. 
Panalba should be discontinued if allergic reactions that are 
not readily controlled by antihistaminic agents develop. 


*Trademark, Reg. U.S. Pat. Off. 

The Upjohn Company Upjohn 
Kalamazoo, Michigan - 

5th y 


COPYRIGHT 1961, THE UPJOHN COMPANY 
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Rautrax-N lowers high blood pressure gently, gradually ... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


Rautrax-N’ 


with either Raudixin or Naturetin ¢ K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrax-N — capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautraz-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


SQUIBB 4 
Squibb Quality ¥ 
— the Priceless Ingredient 


®, ano ‘wATURETIN’® ARE SQUIGR TRADEMARKS 
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ow would you ary, 
a tranquilizer 
specifically for 
tense working adult’ 


wouldn’t you 
want it to be: 


see how closely these ATARAX 
advantages meet your standards 


versatile and 
remarkably 
well tolerated 


efficacious 


calming, seldom 
impairing 
mental acuity 


ATARAX “...was used in higher-than-usual dosages (200 to 1600 mg 
daily). ... Because of its clinical efficacy and lack of toxicity, [ATARAX] is 
useful to both the psychiatrist and the general practitioner... .”’2 


“,,. hydroxyzine [ATARAX] is of considerable therapeutic value in the 
treatment of psychoneurosis....” Most patients “... with commonly en- 
countered neuroses such as anxiety states occurring in business executives, 
in laborers dissatisfied with their jobs, in patients experiencing emotional 
upheavals caused by disturbed family situations, and in those with asso- 
ciated organic disease...” were treated successfully.! 


Working adults “...seldom experience drowsiness or impairment of in- 
tellectual function with therapeutic doses.” 


Nor is that all that ATARAX has to offer. In one of the most crippling mani- 
festations of anxiety —alcoholism— ATARAX controls both acute and chronic 
stages without risk of injury to already damaged livers.‘ In fact, though 
outstandingly useful in working adults, ATARAX equally well meets the 
needs of disturbed pediatric and geriatric patients (because of, its usual 
lack of toxicity and convenient syrup form). Why not extend its benefits 
to all your tense and anxious patients? 

Dosage: For adults: 25 mg. t.i.d. to 100 mg. q.id. For children: under 6 years, 
50 mg. daily; over 6 years, 50-100 mg. daily; in divided doses. Supplied: Tablets 
10 mg. and 25 mg., in bottles of 100 and 500. Tablets 100 mg., in bottles of 100. 


Syrup 2 mg./ce., in pint bottles. Also available: Parenteral Solution. Prescrip- 
tion only. 


References: 1. Garber, R. C.: J. Florida M. A. 45:549 a ey 1958. 2. Lipton, 
M. I.: Pennsylvania M. J. 64:60 (Jan.) 1961. 3. Ayd, F. J., Jr.: Psychotropic 
Drugs, S. Garattini —_ V. Ghetti, eds., New York, Elsevier Publishing Co., 1957, 
p. 548. 4. McGettigan, D. L.: West. Med. 1:8 (Jan.) 1960. 


TO TRANQUILITY 


(brand of hydroxyzine HCI) 


New York 17, N. Y. VITERRA © capsules—Tastitale 
Division, Chas. Pfizer & Co., Inc. Therapeutic Capsules for 
Science for the World’s Well-Being® vitamin-mineral supplementation 
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FOR PREPARATION OF CONCEN 
ST 44 4 TRATED SCAWTION FOR USE 


CONTEN 
K.P.G.-400 ents 
- G POTASSIUM 


CRYSTALLINE 
PENICILLIN G POTASSIUM 
BUFFERED TABLETS 
400,000 UNITS 


Buffered with Colcivm Carbonate BSPONGIRG WITHOUT PTION 
w 


NO REFRIGERATION REQUIRED 


PHYSICIANS PRODUCT ~ 


COMPANY. 


K.P.G. — 400 


400,000 Units Potassium Penicillin 
1 G Buffered, in each yellow, scored 
tablet. 


HONEY-CILLIN "400° 


400,000 Units Buffered Penicillin G 
2 in each 5 cc. Honey-Cherry flavor. 
Red color. 60 cc. size bottles. 


TRIFONACIL—250 LIQUID 


Triple sulfas 0.5 Gm., Buffered Peni- 
cillin G, 250,000 units in each 
5 cc. Strawberry flavored, liquid. 


FOR PREPARATION OF CONCEN. 
TRATED SQLUTION FOR ORAL USE 


& POTASSIUM 
SODIUM CITRATE) 
160000 UNITS 
A SWEETENED WONEYFLavoR 
POWOER FOR RECONSTITUTION 
CAUTION: FEDERAL Law PRonie:Ts 
DISPENSING WITHOUT PRESCRIPTION. 


PHYSICIANS PRODUCTS 


CONTENTS COMPANY, INC. 

MOUTION FEDERAL LAW 


WARMING OT Foe 


PHYSICIANS PRODUCTS 
COMPANY, INC. 


PETERSOURG. VIRGINIA 


HONEY-CILLIN *300’ 


300,000 Units Buffered Penicillin G 
4 in each 5 ce. Honey flavor. Yellow 
color. 60 cc. size bottles. 


TRIFONACIL—250 TABLETS 


Triple sulfas 0.5 Gm., Buffered Peni- 
cillin G, 250,000 units in each 
scored, pink tablet. 


SAMPLES AND 
LITERATURE 
GLADLY SENT 
UPON REQUEST 
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requires deep relief analgemul provides the recognized 


benefits of vasodilative, analgesic and counter-irritant actions, for 
deep relief in: neuralgias, arthralgias, muscle pains and soreness 
due to fatigue, overexertion or strain. 


analgemul analgesic liquid 

Active menthol and methy! 

salicylate, in a special vegetable base. 

analgemul ointment (with histamine) ™ 
Active ingredients: methyl nicotinate 1%, hista- 


mine dihydrochloride 0.1%, methyl! salicylate 10%. li u id ensigesic — hyperemic 
Advertised only to the medical profession q 


a SUPPLIED: Bottles of 2 fl. oz. and 1 pt. 
the 


new! analgemul ointment 


THE OLDEST PHARMACEUTICAL MANUFACTURING HOUSE IN AMERICA * FOUNDED IN 1824 (with histamine) SUPPLIED: Tut of 114 oz 
A DIVISION OF TEXTRON PHARMACEUTICALS, INC. P 
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Available only to physicians for their distribution— 


Complete Cholesterol Depressant 
Menus and Recipe Book 


A new, authoritative patient-aid . . . for professional distribution only 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 
specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 


ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil-winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) 

Oleic acid glycerides (mono-unsaturated) To 
Palmitic, stearic and myristic glycerides (saturated)... . 25-30% 
Phytosterol (Predominantly beta sitosterol) .......... 0.3-0.5% 
Never hydrogenated—completely salt free 


Poly-unsaturated Wesson is unsurpassed by any readily 
available brand, where a vegetable (salad) oil is medically recommended 
for a cholesterol depressant regimen. 
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USE THIS HANDY ORDER FORM 


The Wesson People, 210 Baronne St., New Orleans 12, La. 
Please send_______free copies of 
“Your Cholesterol Depressant Diet Cook Book” for use with patients. 


ne” 

: 

we 


Put your 
low-back patient 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 


Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


(carisoprodol, Wallace) 


® 
Wallace Laboratories, Cranbury, New Jersey 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.1.D. 


Ni ea The muscle relaxant with an independent pain-relieving action z 
= = 
| 
| 4 


It takes so little to trigger an asthmatic attack... 


it takes so little MO RE to control it... 


the simple addition of ATARAX to your classic anti- 


asthmatic therapy increases therapeutic success even in 
difficult patients Each MARAX tablet contains: ATARAX® (hydroxyzine HCl) 10 mg.—an 


antihistaminic tranquilizer beneficial in bronchial asthma and allergy." 
Ephedrine sulfate 25 mg.—to reduce congestion. Theophylline 130 mg. 
—for bronchospasmolysis. 


“Superiority of [MARAX] seems attributable to the inclusion in it of hydroxyzine in place of the conventional 
barbiturates.”2 In a series of patients generally refractory to the usual antiasthmatics, and who required 
steroids in order to obtain temporary relief, 70% showed good to excellent symptomatic relief with MARAX. 


Patients “...slept more comfortably and breathed more easily. The characteristic asthma wheeze was either 
markedly reduced or entirely relieved." 


If your asthma patients do not respond to standard therapy, they may need the “little MORE” that 


Usual adult dosage: One tablet 2 

‘ to 4 times daily. Full prescription 
Information on request. Supplied: 

4 Bottles of 100 light blue, scored 

tablets. Prescription only. 

. References: 1. Santos, |. M. H., and 

e Unger, L.: Ann. Allergy 18:172 (Feb.) 
1960. 2. Chariton, J. D.: Ann. Al- 
lergy, in press. 3. Shaftel, H. E.: 
Clin. Med. 7:1841 (Sept.) 1960. 

New York 17, N. Y. 

Division, Chas. Pfizer & Co., Inc. 


Science for the World’s Well-Being® 
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How to help your patient stick to a 


diabetic diet 


The secret ingredient in a successful diet is acceptance. 
A diabetic diet that contains measured amounts of pop- 
ular foods is sure to win the cooperation of the patient. 
All the more so if the variety of dishes is great. Bouillon 
or soup might start the meal. Chops, chowdez, stews, 
broiled tomatoes, even spaghetti and meat balls can be 
adapted as tempting main dishes in a diabetic diet. Sugar- 
free preserves, water-packed fruits and sorbitol ice cream 
make delicious stand-ins for sweets. For parties, low- 
calorie wafers and raw vegetables make good nibbling. 


Appetizing foods are good reason to stay on a diet 


United States Brewers Association, Inc. 


For reprints of this and 11 other diet menus, write us at 636 Fifth Avenue, N.Y. 17, N.Y. 
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A glass of beer 
can add zest to a 
patient's diet 
Carbohydrate 9.4 Gm; Protein 0.8 Gm; 


Fat, © Gm; Calories 104/8 oz. glass 
(Average of American Beers) 
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“The experience to date with 
griseofulvin has been so promising 
for the management of Microsporum 
audouint, Trichophyton tonsurans 
and Trichophyton violaceum that it 
has become the treatment 
of choice for these in- 
fections of the scalp.” 


Supplied: Futvictn Tablets (scored), 500 mg., in bottles of 20 and 100; 250 mg., 
in bottles of 30, 100 and 500. Reference: Sulzberger, M. B., et al.: Dermatology: 
Diagnosis and Treatment, ed. 2, Chicago, Year Book Publishers, 1961, p. 350. For 
complete details, consult latest Schering literature available from your Schering 
Representative or Medical Services Department, Schering Corporation, Bloomfield, N. J. 
SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


$-826 


Tinea capitis due to T. tonsurans cleared after 7 weeks of therapy with Futvicin. 


FROM WEINER, M. A.; GOULD, A. H., AND GANT, J. Q., JR.: GRISEOFULVIN IN RINGWORM INFECTIONS. SCIENTIFIC EXHIBIT 
PRESENTED AT A.M.A. CLINICAL MEETING, DECEMBER, 1960, WASHINGTON. D. C. 
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Following determination 
; of basal secretion, 

Ea intragastric pH was 
continuously determined 
by means of frequent 
readings over a 
two-hour period. 


pH Data based on pH measurements in 11 patients with peptic ulcer! 
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is much 

3.0 aluminum roxide faster 
2.5 

twice 

2.0 as long 


“ANTACID 


CREAMALIN 


New proof in vivo' of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 


New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 


Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 


Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium , 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity— from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 
be chewed, swallowed whole with water or milk, or allowed to dissolve 
in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 

1. Data in the files of the Department of Medical Research, Winthrop 
Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES Pharm. A. (Scient. Ed.) 48:384, July, 1959. 


New York 18, N. Y. for peptic ulcers gastritis = gastric hyperacidity 
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THESE 63,000 

PEOPLE IN 
VIRGINIA NEED 
MEDICAL HELP 
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Heart disease, cancer, mental illness — everyone knows 
the nation’s three major medical problems. Do you 
know that alcoholism ranks fourth? In the state of 
Virginia there are at least 63,000 alcoholics. These 
people need medical help. No one is in a better posi- 
tion to initiate and supervise a program of rehabilita- 


tion than the physician who enjoys the confidence of 
the patient or the patient’s family. 


ONE FOR THE ROAD BACK: 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, stimulates appetite and helps to control 
withdrawal symptoms. The complications of chronic 
alcoholism, including hallucinations and delirium 
tremens, can often be alleviated with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient's need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available 
on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chioro-2-methylamino- 
RO Cc H E 5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 


Syi£od) LABORATORIES Division of Hoffmann-La Roche Inc. 
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*New Product Announcement 


a significant 
achievement 1n 
corticosteroid research 


(paramethasone acetate, Lilly) 


sculapius 


Haldrone is a potent synthetic corticosteroid with marked anti- 
inflammatory activity. In steroid-responsive conditions, it pro- 
vides predictable anti-inflammatory effects with a minimum of 
untoward reactions. Gratifying response has been observed in 
patients transferred from other corticosteroids to Haldrone. There 
is relatively little adverse effect on electrolyte metabolism. With 
Haldrone, sodium retention is unlikely, psychic effects are mini- 
mal, and there appears to be freedom from muscle weakness and 


cramping. 
Haldrone, 2 mg., Hydrocortisone; .. . . 20°. “mig. 
Prednisone or prednisolone. . . 5 mg. 
is approximately Triamcinolone or 
equivalent to methylprednisolone . . ... 4 mg. 
Dexamethasone... . . ... 0.75 mg. 


Although the incidence of significant side-effects is low, the usual 
contraindications to corticosteroid therapy apply to Haldrone. 


Supplied in bottles Tablets Haldrone, 1 mg., Yellow (scored) 
of 30, 100, and 500 | Tablets Haldrone, 2 mg., Orange (scored) 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 


140049 
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Guest Editorial... . 


Medical Teaching in the Orient 


HE AMERICAN UNIVERSITY of Beirut in the Lebanon sits at 

the crossroads of East and West. The campus rises to a dominating 
position above the sea in Ras Beirut. The blue waters of the Mediter- 
ranean lap at the northern edge of the campus, and the 9,000 foot peak 
of Mt. Sannin in the Lebanese Mountains rises out of its back yard to the 
east. In winter the mountains are cloaked in a mantle of snow while 
the students swim and water ski in the warm sea below the university 
hospital. This is the resort land for the Middle East. 

The American University Medical School and Hospital are consulting 
centers for rich and poor from India and Egypt, from Syria and Iraq, 
from Saudi Arabia and the Jordan. The medical school is a member of 
the American Association of Medical Colleges chartered under the State 
of New York. 

The student body is made up of students from 21 countries, all of 
them Arabic speaking. Their religion is predominantly Moslem, although 
we have Buddhists from India, Coptic Christians from Abyssinia, Druse 
from Syria, and Zoastrians from the hinterlands of Iran, not to mention 
the numerous Christian sects of Maronite Catholic, Greek Catholic, Ar- 
menian Catholic, and suprisingly enough, around the corner on Rue 
Abdule Azziz is a very neat little sign on the second floor of an apartment 
house which reads, “Ras Beirut Baptist Church.” Many students are 
from the upper classes and the best families of the Orient since medical 
education here, like in the States, is very expensive. However, many 
others come with support from Point Four and the United Nations. 
Each year brings more and more girl students and on campus the veil 
has been discarded. Until a few years ago the orthodox Moslem families 
would not permit the girls out of their households. There are many girls 
from India gay and colorful in their saris. Incidently, they are excellent 
students. Integration is no problem. Some of our top-flight students are 
Ethiopians and Sudanese. I have a young lady Junior Assistant Resident 
from Addis Ababa who is most competent. Parenthetically, it should 
be noted that Ethiopia is the only predominantly Christian country in 
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the entire Orient. Their Coptic Christianity goes back to the days of 
St. Paul. 

Our medical curriculum is five years and based on the French system. 
The Lebanese government does not permit the granting of an M.D. degree 
until the fifth year is completed. The last year corresponds to the rotating 
internship in the States. Furthermore, the candidate with his M.D. may 
not take the Lebanese examination for registration until after the years 
of approved internship. It is interesting that the requirements for the 
practice of medicine and the standards of practice are in some respects 
higher in Lebanon than they are at home. This is a part of the thorough- 
going French system of education which has left its mark on this country 
while under the French mandate from the first world war until 1947. 

The pathology comes to the hospital in a never-ending stream. From 
all over this vast area exceptional teaching cases are sent here for study. 
With the exception of the Embassy people and others such as American 
Arabian Oil Company personnel who come into the hospital for normal 
obstetrics and for the routine gynecologic procedures, the hospital beds 
cater in large part to advanced pathology. 

Sixty-five per cent of our patients are free patients. They come in 
from far places sometimes after one and two days of labor and after the 
futile attempts of several midwives to deliver them. They come in by 
donkey, Cadillac, and sometimes airplane. 

One group of patients not presenting advanced pathology are those 
coming to the hospital seeking relief for their infertility. This is one of 
the big problems in Middle East countries because failure of conception 
may be automatic grounds for divorce. It should be remembered that 
divorce out here is quite a different thing from at home. 


The hospital is magnificently equipped for all major procedures. Open 
heart surgery is done regularly, and renal dialysis is a frequent procedure. 

The teaching is of the highest order. The chairman of the depart- 
ments, both clinical and preclinical, are for the most part Americans. All 
of the clinical departments are headed by Americans. The native staff 
members who have grown up through this university and have been sent 
to the States for their specialty work return here as full or part-time 
instructors and associates. In the Department of Obstetrics and Gyne- 
cology we have four associates all of whom have received their training 
in our best institutions at home. 


The hospital gets going early here. We make rounds in the morning at 
7 a.m. with the Resident Staff. There is a didactic lecture from 7:30 to 
8:30. These lectures are assigned to various members of the staff. From 
8:30 to 9:30 the class is divided into sections and the OB-Gyn section 
comes to the Women’s Pavilion for a seminar. From 9:30 until 12:30 
the students are divided between the delivery suite, the O.P.D. and ward 
care. In the afternoons they have a full schedule of history taking, dystocia 
clinic two afternoons a week, and responsibility for delivering all the 
multipara. Each medical student will average 18 to 20 deliveries during 
his eight-weeks assignment to the Department of Obstetrics and Gyne- 
cology. In addition each student will deliver about five patients on the 
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district. We maintain this home delivery service since we feel that it is 
good training for these boys, many of whom will go into remote corners 
of the Orient to practice. 

The university now has about 2500 students drawn from all of the 
countries in the East. The student body in the school of medicine num- 
bers 164. They are, for the most part, an eager, intelligent, and resource- 
ful group. In addition, they are very much interested in athletics. The 
athletic program at the university is a most active one. On Saturday 
afternoons we frequently sit for an hour or two and watch the football 
match on the beautiful university athletic field down near the sea. Foot- 
ball here, of course, is the English soccer, and this is a rugged game. 

Saturday noon is the regular weekly clinical pathology conference. 
_ This is always well attended not only by faculty and students but phy- 
‘a sicians in town and many from basic science departments. At a recent 
conference one of our young interns gave a brilliant performance. It 
was an interesting case of caseous tuberculosis of the lungs complicated 
by acute poliomyelitis. 

I am kept busy preparing and giving talks before medical groups in 
the area. I addressed the Ordre des Medicins de Beirut a few nights ago 
on the subject “Leucorrhea—Its Diagnosis and Treatment.” This was 
illustrated with case histories from our own wards and outpatient clinics. 
The A.U.B. Medical Alumni of Damascus invited me to dinner and lec- 
ture recently. The subject was “Pelvic Endometriosis.” To illustrate 
sci the pathology I drew a parallel between ectopic endometrial implants 
ao taking residence outside of the normal habitat and “French Colonialism.” 
a Both cause trouble as these people well know and as evidenced by their 
response. 

I have just returned from Saudi Arabia to consult on several ladies 
of the Royal family. This is the month of Ramadan, holy season in Islam. 
They fast all day from the time one can distinguish “‘a white thread from 
a black thread” until sundown—no food and no water. It is blistering 
hot so everyone stays at home and sleeps during the day. Fast is broken 
at the sound of a cannon at 6 p.m. with a light meal. Then we go to 
work. Work stops about 2 a.m., and then we celebrate with a big feast 
until sunrise. This consisted of the wide variety of Arabian dishes served 
on the floor in the center of which is a great mound of rice covering the 
roast lamb. Of course, there is no socializing in company with the Harem. 
The ladies eat in their own palace. We came away laden with scimitars 
of silver and gold, royal robes from the Prince, a Jeddah chest, rugs 
from Medinah, silver censers from Mecca. The greatest thrill of all was 
the privilege of being allowed within a few miles of the Holy City of 
Islam, the Kaaba at Mecca, to which 350 million devout Moslems turn 
daily for prayer when the muezzin’s call is heard from the minaret. 

The American University is proud of its role as American ambassador 
of good will to the Middle East. 


Bickers, M.D. 


Dr. Bickers is serving as Professor and Chairman of Obstetrics and Gynecology at 
the American University Hospital, Beirut, Lebanon. 
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Virginians and “Calenture” 


I. The Problem 


Almost forgotten is the terror of 
the catastrophic yellow fever epi- 
demics of the last century. Here 
is an interesting account of the 
dread disease and of the great 
men who solved its mystery and 


brought it under control. 


O AN ANTIQUARIAN the roll of 
“calenture” on the tongue has more of 
the savor of long-ago centuries than the 
‘more chilling term “yellow fever” with its 
connotations of terror. Calenture, from the 
Spanish calentura means, literally, fever. 
The Oxford Dictionary restricts the use of 
the word to that febrile illness of sailors in 
the tropics which often causes a delirium 
with an attendant desire to jump overboard. 
That is consistent with the picture of yel- 
low fever, and thus by usage calenture and 
yellow fever are synonymous. However, 
that they were synonymous three centuries 
ago is doubtful. Bullock, for instance, wrote 
in 1649 of field hands in Virginia dying of 
“a calenture”.’ Thus, the usage was likely 
general rather than specific, and use of the 
term in early writings is by no means evi- 
dence per se that yellow fever had been seen. 
Whether you call it calenture, yellow 
fever, yellow jack, fievre jaune, vomito 
nigro, or many other sinister nicknames, 
you will recall it as a disease with a some- 
times fabulous mortality. 
The first and only contact Virginians had 
with this fearful disease in colonial times 
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GORDON W. JONES, M.D. 
Fredericksburg, Virginia 


was as volunteer soldiers in Admiral Ver- 
non’s 1741 expedition against Cartagena. 
There were four hundred Virginians among 
the three thousand Americans. Of the 
American total, seventeen hundred are said 
to have died of the yellow fever.” John 
Cathcart, British hospital director on that 
expedition, praised the humane endeavors 
of the personnel on his hospital ship but 
noted a fifty percent mortality from what 
must have been that disease.* 

Stay-at-home Virginians, however, had 
no noted contact with the disease until well 
after the Revolution. From the 1790’s until 
1900, when the problem was solved, how- 
ever, our people knew well the annual men- 
ace of the pestilence and died by the thou- 
sand. Against this disease Virginia doctors 
fought a noble, self-sacrificing, and finally 
victorious part. The roll of honor is long: 
it begins with Andrew Leiper and ends with 
Walter Reed, Henry Rose Carter, and Rob- 
ert P. Cooke. 

Since few doctors living today have ever 
seen yellow fever, let us review the symp- 
toms, signs, and pathology of this horror of 
the nineteenth century. Parenthetically, air 
travel being what it is, it is not unreasonable 
to imagine that we may find this unwelcome 
import in our midst again one day. Aedes 
aegypti mosquitoes still lurk about Norfolk 
just awaiting some unsuspecting soul fresh 
from the tropics who unexpectedly turns 
yellow and delirious. 

La Roche in his vast treatise’ (there are 
over a thousand references in his bibliogra- 
phy which antedates Reed’s work by forty- 
five years; this shows the fascination the 
ailment has always evoked) goes into great 


Vircinia MepicaL MONTHLY 


bs 
: = 
4 
: 
4 
a 
4 
4 
| 
2 


detail over the symptoms and pathology. 
We can be much briefer. 

The onset is very acute. The patient, go- 
ing about his normal activities, suddenly 
realizes an intense malaise. The face flushes, 
there may be a chill, there is often a severe 
headache and backache, indeed, more than 
an ache, even an excruciating pain. There 
is next an extreme irritability and restless- 
ness. The patient is simply unable to lie still, 
unable to endure the bedclothes, unable to 
sleep more than a few minutes at a time. He 
may actually say that he would rather die 
than lie still.’ 

After about three days of this high fever 
and misery, with or without nausea, vomit- 
ing, nosebleeds, there is frequently a remis- 
sion. If the patient is lucky, and the attack 
is mild, this may be the end of the illness. 
More frequently the interval is just the eye 
of the hurricane. After a few hours of calm, 
the evidence of the toxic virus returns with 
terrible vigor. Jaundice begins and may 
even become of an orange hue. Ecchymoses, 
tarry stools, and oliguria are universal. There 
may be hallucinations and even a maniacal 
terror’—as the calenturic sailors who dive 
overboard. The last and most terrifying 
symptom to observers is el vomito nigro, the 
black vomit. The patient collapses, prob- 
ably from septic shock or adrenal failure, 
and dies quickly. 

Observers were all struck by the obnox- 
ious odor of those sick with this disease. The 
loyal Reverend Mr. Armstrong many a time 
had to hasten from a Norfolk sickroom to 
relieve his own overwhelming nausea caused 
by this characteristic stench.’ 

These major signs of foetor, jaundice, and 
black vomit are associated with the pathol- 
ogy. There is extensive midzonal necrosis 
of the liver, necrosis of the renal epithelium, 
and evidence of gastro-intestinal hemor- 
rhage. The most striking gross feature is, 
of course, the yellow color of skin and fat, 
that herald of liver damage. 

Where did this liver insulting disease orig- 
inate? The best modern scholarship is con- 
vinced that it was first an endemic disease 
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of the African West Coast. There it is a 
comparatively trifling disease among the na- 
tives, but a deadly one to foreigners. Carter 
was convinced that the mortality in Drake’s 
1585 expedition after leaving the Azores 
could have been due to none other than yel- 
low fever.‘ Presumably, the disease was im- 
ported to America in the slave ships. 

Kelley, earlier, expressed a different opin- 
ion. He was certain that Cortes had found 
it in Mexico. He claimed that the ancient 
Aztecs had a name for it, matzlahuatt. His 
statement loses much of its punch when a 
careful search of Molina’s profound Aztec 
dictionary of 1571" finds no such word. 

Also tending to confirm the African ori- 
gin of the disease is the fact that even in the 
West Indies it was not especially important 
until the second half of the seventeenth cen- 
tury. Apparently our Aedes enemy had to 
become established. 

As noted above, the simmering pestilence 
to the far south did not afflict Virginia until 
after the Revolution." The first proven 
yellow fever began with a Norfolk epidemic 
in 1795. Trade with the West Indies had 
greatly increased, and fast, large ships were 
in favor. These big ships stood leisurely at 
dock for days while the mosquito immi- 
grants established themselves about Norfolk. 
It is conceivable that the insect had to ac- 
climate itself to Norfolk and become a per- 
manent resident before any really big 
epidemics could develop, or spread beyond 
the flight pattern of ship-based mosquitoes. 
The Aedes hibernates in the egg stage and 
Norfolk is the northernmost point of such 
hibernation on our Atlantic coast. The 
ships that brought the disease had to be rea- 
sonably fast since a two-month voyage 
might automatically quarantine the vessel, 
although the mosquito can live and infect 
for at least seventy days. It cannot, how- 
ever, survive more than five days without 
access to water.” 

After 1795 the colonial blissful ignorance 
of yellow fever was replaced by terror. Year 
after year Norfolk was more or less afflicted. 


The rest of the State watched Norfolk with 
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bated breath and held her at arm’s length, 
so great was their fear of finding the disease 
in Richmond, Fredericksburg, Alexandria, 
and elsewhere. Norfolk residents, in their 
almost pathetic dismay at being isolated from 
the rest of the State, tried always to mini- 
mize the disease. That took some doing! 
One Thomas Newton, writing in 1795 to 
the governor, thus, made light of it and 
enclosed the signed opinion of several doc- 
tors that yellow fever was a disease of stran- 
gers and the destitute.” Newton staunchly 
and frequently defended Norfolk. Several 
years later he was still maintaining, quite 
correctly, that the disease was an import.” 

Import or not, the rest of Virginia was 
not interested in any such re-exports from 
Norfolk. In these our safe days of superior 
knowledge the letters from Petersburg, 
Richmond, Fredericksburg, and Alexandria 
all seem a bit strident and hysterical in their 
yearly demands that the governor proclaim 
emergencies and quarantine the general citi- 
zenry against the Norfolk malignancy. Per- 
haps we really cannot blame them. Two 
cases in Petersburg in 1795 were startling.” 
It was present there in 1798." In the same 
latter year one sixth of the inhabitants of 
City Point were swept away in twenty days. 
However, Norfolk was not to blame for this 
catastrophe. The ship Nestor, which had 
buried four yellow corpses at sea on the way 
from Philadelphia, had brought the conta- 
gion. Many people at City Point besides 
all the dock hands concerned with pumping 
out her fetid bilge water came down with 
the fever.” 

This same year saw several vessels quaran- 
tined at the Port of Richmond. By Septem- 
ber Richmonders were looking with dismay 
at the twelve to fourteen vessels anchored 
incommunicado, with the dreaded yellow 
flag warning all of what was a-foot. Not 
all of these ships were infected, but the ter- 
ror was great enough for the authorities to 
be very suspicious.” 

It was during this Richmond port quaran- 
tine and scare that our first Virginia medi- 
cal martyrdom to yellow fever occurred. 
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Dr. Andrew Leiper, a respected physician 
and medical teacher, had been appointed 
port physician of Richmond. He took his 
duties very seriously during the hot summer 
and fall of 1798, visiting as many as a dozen 
vessels a day, inspecting all aboard, and 
treating the sick. Living conditions for 
crews aboard ships even as late as that were 
not of the best, and the terror the well felt 
toward the jaundiced, restless wild-eyed vic- 
tims was such that the latter had usually 
to endure the ultimate in neglect. Seeing this, 
Dr. Leiper did his best, acting as friend and 
physician, to give not only what limited 
medical care he could, but also hours-long 
ordinary nursing care. He treated a total 
of twelve persons during those months. Of 
these ten died.” 

As indicated in his first report to George 
Nicholson, superintendent of quarantine, 
his experiences began with the arrival from 
City Point of a sloop with a “corpse aboard, 
very yellow, with large purple marks .. . 
another (still living) with yellow eyes and 
neck . . . vomitus like coffee grounds... 
distressing hiccough . . . will probably die.”” 

After many weeks of this arduous service 
the “faithful, kindly physician”, who, inci- 
dentally, never rendered a bill to the city 
for his services, sickened and died October 
17, 1798. From yellow fever? From over- 
exertion? He was eighty-one years old!” 
Sixteen years beyond that magical modern 
social security age of sixty-five, he was still 
doing full duty. 

Except for incidental or shipboard cases 
Dr. Leiper’s Richmond did not endure an 
epidemic then, or later. Every year when 
the fever rose in Norfolk the authorities in 
Richmond begged the governor for protec- 
tive proclamation, that no Norfolk resident 
might arrive in Richmond by land or water. 

Virginians in general had good apparent 
reason to fear Norfolk. Richmond was not 
alone in her distrust. James Allan wrote 
from Fredericksburg in August, 1800, tell- 
ing the governor that his fellow citizens 
demanded that all Norfolk vessels be quar- 
antined. His request for an enabling proc- 
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lamation was granted. Early in September, 
Allan reported his speedy enforcement of 
the desired rigid quarantine, noting that on 
the schooner William and Mary, recently 
arrived, thirteen days from Norfolk, two 
men had died.” 

Dr. E. C. Dick of Alexandria reported 
similar dangerous Norfolk imports, and said 
that a quarantine hospital had been estab- 
lished as far out as possible on a point of 
land.” This arm’s-length hospital was prob- 
ably the result of the 1798 experience in 
which a student of Dr. Dick and two mem- 
bers of his family had contracted yellow 
fever from an excess of hospitality to a few 
cases who had arrived in a vessel from Phila- 
delphia.” 

All the cases and epidemics thus far noted 
have been in seaport towns. Most certainly 
yellow fever is a disease of seaports and of 
ships sailing from such infested spots. Time 
after time, yellow fever reported in any but 
such places has been shown to be some other 
disease. Any report of our disease in the 
early records has to be examined critically 
because a number of other diseases have been 
confused with it. A few of these are: relaps- 
ing fever, catarrhal jaundice, Weil’s disease, 
malaria. It is a fascinating coincidence that 
in earlier times yellow fever was often con- 
sidered a variant of malaria; they finally 
proved to be spread in a similar fashion. 
Yellow fever has even been mis-diagnosed 
pernicious anemia.” 

With an index of suspicion thus built up, 
let us examine a non-seaport epidemic wide- 
ly and uncritically accepted by authorities 
as having been yellow fever. Dr. Robert 
Dunbar reported an 1804 epidemic of the 
disease in Winchester, Virginia.” It occurred 
in the summer and fall. He noted the acute 
onset of symptoms, changes in the senso- 
rium, oliguria, coffee-ground vomitus, and 
a “sallow” countenance as the major char- 
acteristics. However, the acute first stage 
lasted only two days or so. He did not 
describe the striking yellow color. Dunbar 
finally torpedoed his own diagnosis by de- 
tailing the relapsing nature of the disease 
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he saw, “Some relapsed regularly for several 
times.” Was this relapsing fever? Severe 
malaria? Assuredly not yellow fever! 

Physicians in the seaport towns were more 
experienced. Year after year they and their 
neighbors awaited dire news from Norfolk. 
Probably few years went by without an 
occasional case there. Apparently, only in 
1821, 1822, and 1826” were there true epi- 
demics until 1855. 

That was a scorcher. Nearly everyone 
who did not flee developed the disease; over 
two thousand died. Even taking care of the 
orphans of that epidemic posed a major 
social problem.” Norfolk has likely had the 
most turbulent history of any Virginia city: 
small-pox vaccination riots, burnings in 
wartime, floods, and yellow fever epidemics. 

The terrible 1855 Summer of the Pesti- 
lence began after and because the steamer 
Ben Franklin was allowed to put into Gos- 
port for repairs. Gosport and its yards were 
south of Norfolk and east of Portsmouth. 
The steamer concerned had been en route 
from fever-ridden St. Thomas to New York 
when it was forced into Hampton Roads 
in distress. During the passage there had 
been two deaths from fever. Accordingly 
she had had to submit to the yellow flag 
treatment for twelve days. After that quar- 
antine period she was allowed to move into 
Gosport where her “hold was broken up”. 
Perhaps the carelessness of the Norfolk au- 
thorities can be accounted for by the fact 
that no epidemic had resulted in 1854 after 
a French vessel had stopped in Hampton 
Roads with seventy cases of yellow fever 
aboard.” Their luck did not hold in 1855! 

The hold of the Ben Franklin must have 
been well stocked with vicious, hungry mos- 
quitoes. A laborer soon had yellow fever. 
Next a few neighbors came down with it. 
All were in the slum area near the yards. 
When the possibility of yellow fever was 
brought to their attention, the Norfolk 
Board of Health felt that this slum inci- 
dence confirmed their opinion that the dis- 
ease was filth-borne. More impressive yet, 
to them, was the finding by a health inspec- 
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tor of a rotting calf in a yellow fever 
tenement. They smugly felt that their well- 
drained, mostly hygienic city was quite safe. 
Furthermore, the distemper seemed trifling 
since the Gosport mortality was “only” 
about twenty percent.” 

From Gosport, the infection moved, still 
in July, to Portsmouth and into the Barry’s 
Row slum area of Norfolk. The physician 
working mostly in this latter area, Dr. 
George L. Upshur, apparently having hid- 
den his head in the sand for a few days, 
announced during the last week in July that 
he had been treating yellow fever, and that 
it was spreading. Until that time, appar- 
ently, the deaths had been kept quiet, be- 
cause, quite frankly, a scare might hurt 
business. Indeed, many business men laugh- 
ed at “Upshur’s Fever” and were outraged 
that this young physician would jeopardize 
their finances. Upshur’s fever killed Up- 
shur, finally, as well as many of his critics.” 

In August the disease spread slowly. The 
mortality gradually increased. True to form, 
the rest of the State and the nation slammed 
their doors and tried to keep the Norfolk 
people stewing in their own pestilence, this 
despite the recognized fact that refugees had 
not spread the disease in 1822. However, 
many people from both Norfolk and Ports- 
mouth, by some means or other, did manage 
to flee. These were mostly the well-to-do. 

By the end of the month, among those 
who remained in Norfolk alone, there were 
about four hundred cases. Then there arose 
a chill northeastern storm which lasted a 
few days. This was followed by a wildfire 
spread of the disease so that by the first of 
September there were fifteen hundred cases. 
Portsmouth was equally heavily affected. 

From a dozen or more publications about 
this deadly plague year, written by awe- 
struck observers, we can derive little vi- 
gnettes of the mounting terror. Complete 
absence of bustle about the usually busy 
cities . . . no hawking of food in the streets, 
no gay carriages or commercial drays, no 
ships in the harbor except an occasional boat 


feverishly unloading coffins . . . the only 
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business in the streets that of the doctors 


and ministers making their exhausting 
rounds, and of hearses, loaded with as many 
as four bodies at a time, rutting the streets 
in one direction . . . a citizenry desperately 
awaiting the death or deliverance of selves 
or loved ones, having lost all interest in 
business, pleasure, ‘and finance, their whole 
existence centered about yellow fever: 
watching loved ones die . . . seven out of 
nine in one household . . . a frantic mother 
watching two children die in another home, 
and then in a few hours dead herself . . . 
empty business establishments but feverish 
activity in the graveyard where often two 
were buried in one coffin, or, as coffins gave 
out, numerous ones in their :blankets . 
no time for funeral services . . . a man, left 
alone and ill in a boarding house feels well 
enough to seek hospital care, staggers drunk- 
enly down the street, and dies at the foot of 
the steps to the physician’s office . . . another 
victim races maniacally down the street and 
has to be restrained with difficulty; soon 
dies . . . whole families so destroyed that 
finding legal heirs to property will be well- 
nigh impossible . . . some noted a sinister 
disappearance of birds from the city .. . all 
vaguely annoyed, disquieted, or frightened 
by the enormous numbers of “plague flies” 
during the height of the epidemic. Smaller 
than house flies, they had long wings and 
yellow bodies. One observer noted that when 
they died they reduced to the tiniest specks 
of dust . . . courage of the physicians, nurses, 
ministers, who stayed and died . . . courage 
of the lamplighter who faithfully made his 
rounds and helped dispel a little of the gloom 
. .. courage of the printer at the newspaper 
office, as he stayed at his post . . . courage 
of the gravediggers who toiled on at their 
dismaying task.” 

There was a terrible mortality among 
these loyal souls. The Reverend Mr. Arm- 
strong lost his wife, a daughter, a beloved 
sister-in-law. He himself became ill after 
two more children had begun to convalesce.” 
During his illness his doctor, William Moore, 
who had broken down carriage after car- 
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riage on his rounds lasting fifteen hours a 
day, got the fever but survived.” 

Less fortunate were many other doctors. 
Of the thirty-one resident physicians of 
Norfolk and Portsmouth, all contracted yel- 
low fever and fourteen died.” 

The mortality was also great among the 
volunteers who, in typical American fash- 
ion tried to soften the impact of the anti- 
Norfolk quarantines, poured in from every- 
where. Druggists, nurses, medical students, 
physicians, came, labored, and often died. 
Their traveling and living expenses only 
were paid by the quickly established How- 
ard Association which collected contribu- 
tions, set up hospitals, procured food and 
coffins. It received more $157,000 from all 
over the United States. It made prepara- 
tions to care for the scores and scores of 
orphans.” 

This is the last we hear of yellow fever 
in Virginia except for a possible outbreak 
in the Soldier’s Home in Hampton. How- 
ever, any outbreak limited to an institution 
would seem more likely to be some other 
disease. Before Norfolk and Portsmouth 
could grow another large generation of 
non-immunes the cause and prevention of 
the disease were understood. 

Was anything learned from the Norfolk- 
Portsmouth experience? Not much. The 
time was not right. The three thousand 
people who died in that one terrible trimes- 
ter died in vain. 

Bewilderment was universal. Some people 
still thought the disease was spread by hu- 
man contact, although the sudden disap- 
pearance of yellow fever in Philadelphia 
after 1822 when water lines were run to the 
wharves, thus eliminating water barrels, 
should have eliminated this consideration.” 

No one suspected insects, of course. It 
is a little surprising that the reflective Mr. 
Armstrong did not somehow incriminate 
the plague fly which fascinated him so much. 

During the balance of the nineteenth 
century medical and general opinion leaned 
toward the danger of fomites. Even the 
uselessness of the act of arson committed on 
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Barry’s Row early in the Norfolk epidemic 
carried no weight. Instead, attention was 
paid to the well-publicized 1854 tragedy 
of a Virginia family who had salvaged cot- 
ton thrown overboard from a ship infected 
with yellow fever. All who had handled 
the soggy cotton had developed yellow 
fever.” Similarly, two people who had 
picked up and cleaned jars discarded by an- 
other such ship developed the fever,” as did 
many ’way back in 1800 who had had con- 
tact with putrified fruit unloaded from a 
yellow fever ship.” 

A few suggestions as to prevention did 
arise. A Philadelphia group advised that no 
wharf be built unless the dock on either side 
were so deep as to be covered by water at 
low tide.*’ Vastly more important was the 
rigid quarantine of all vessels from the West 
Indies in hot weather. Most astute of all was 
the emphasis on isolation of patients at as far 
a distance as possible from a crowded city.” 

Thus things stood in the 1800’s. The fu- 
ture for American seaport towns must have 
looked black. It is a wonder that they were 
not deserted. However, while the killing 
disease was raging in Norfolk and Ports- 
mouth two Virginia boys were enjoying an 
antebellum childhood. They were two boys 
who one day would dwell among the im- 
mortals: Walter Reed, by far the more 
famous, and Henry Rose Carter whose keen 


observations established a starting point for 
Reed. 
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Heartburn is not associated with pressure 
changes in the stomach or esophagus. It is 
cased by the regurgitation of stomach con- 
tents into the esophagus. These conclusions 
were drawn from one of the few studies 
made on patients while they were experi- 
encing intermittent heartburn attacks. The 
study was reported in the May 13th Journal 
of the American Medical Association. The 
subjects were 12 men ranging in age from 
26 to 66. 

All of the patients consistently com- 
plained of heartburn during regurgitation, 


396 


Heartburn Caused By Stomach Reflux 


plagued by yellow fever. Also, Handy, Isaac 
W. K., A Sermon. The Terrible Doings of 
God. Portsmouth, 1856. 


29. Armstrong, p. 174. 

30. Ibid., p. 19. 

31. Ibid., p. 14. 

32. See Armstrong, op. cit., Forrest, William §., The 
Great Pestilence in Virginia, New York, 1856, 


and Report of the Portsmouth Relief Associa- 
tion, Richmond, 1856. 

33. Armstrong, pp. 118ff. 

34. Ibid. Also see Anderson, L. B., Brief Biographies 

of Virginia Physicians of Olden Times, Rich- 
mond, 1889 pp. 52ff. 

35. Report of the Philadelphia Relief Committee, 
Philadelphia, 1856. 

36. Report of the Howard Association of Norfolk, 
Philadelphia, 1857. Incidentally, after about 
six weeks the other Virginia cities, out of pity, 


did lift the quarantine against Norfolk citi- 
zens. 


37. Carter, Henry Rose, op. cit., p. 42. 


38. Report of the Portsmouth Relief Association, 
p- 94. 


39. Ibid., p. 93. 
40. Ibid., p. 97. 
41. Report of the Philadelphia Relief Committee. 


42. Report of the Origin of Yellow Fever in Nor- 
folk in the Summer of 1855. Richmond 1857, 
p. 44. 


(To be continued in next issue) 


Medical Arts Building 
Fredericksburg, Virginia 


and the heartburn disappeared whenever the 
reflux stopped. 

No pressure changes could be correlated 
with the regurgitation. 

Although stomach acids were regurgi- 
tated in the study, it was assumed that an 
alkaline solution might have served as an 
equally potent stimulus to produce heart- 
burn. Other factors also may be involved 
in producing heartburn. 

The study was made by Drs. Stewart G. 
Tuttle, Agostinho Bettarello, and Morton 
I. Grossman, Los Angeles. 
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A new light is thrown on pilonidal 
disease. With improved under- 
standing of its etiology, there will 
be better control of this trouble- 


some condition. 


P ILONIDAL DISEASE has been recog- 
nized as a clinical entity for over a 
century. Despite a mammoth accumulation 
of literature depicting various theories as to 
its etiology, treatment, and cause of recur- 
rence, it remains today as a serious problem 
with which the surgeon has to frequently 
wrestle; and unfortunately with which he 
often feels inadequate to cope. The number 
of operative procedures which have been 
described is legion. Indeed, there are about 
as many different techniques described as 
there are surgeons operating. This probably 
is indicative of the failures occasionally re- 
ported with all methods of management. It 
is, therefore, with no apology that I bring a 
discussion of this cantankerous, but non- 
lethal lesion before you today. If the 
surgeon’s reputation in a given community 
were predicated upon his invariable ability 
to permanently eradicate pilonidal disease 
quickly, it would surely suffer. 

In that division of philosophy known as 
logic, one learns quite early that in order to 
arrive at a valid conclusion the initial prem- 
ise must be unquestionably correct; other- 
wise, he finds it impossible to extricate him- 
self from the dilemma. It would seem, there- 
fore, that time-honored failure to appreciate 


Presented at the Annual Meeting of The Virginia 
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Changing Concepts of Pilonidal Disease 
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the true etiology of this condition is mainly 
responsible for the abysmal results so often 
attending surgical attack, and, further, for 
our failure to realize that unless the funda- 
mentally unhealthy predisposing factors are 
improved “recurrence” is inevitable regard- 
less of technique employed. One must, of 
course, realize that there is apparently an 
occasional pilonidal sinus which virtually 
defies cure and which, regardless of the op- 
erating surgeon or his technique, will con- 
tinue to give trouble. These refractory cases 
are most likely due to our inability to cor- 
rect, or failure to appreciate the essential 
role of the multiple non-congenital facets 
of the problem. 

In the past decade there have been a num- 
ber of surgeons and pathologists who have 
seriously questioned the older concepts of 
etiology, treatment and recurrence, and 
who have evolved more or less independent- 
ly a much more acceptable and logical thesis. 
The British have led this onslaught on the 
time-worn precepts, but more and more 
there is concurrence in this country with 
these modern principles now being elab- 
orated. 

I should, therefore, like to review this 
topic from the multiple perspectives of eti- 
ology, treatment, and recurrence, emphasiz- 
ing some of my personal experiences which 
over a period of time have confirmed my be- 
lief that our thinking must be modernized 
as to etiology, and possibly as to therapy. 


Etiology 


According to Raffman,“ Anderson in 
1847 in the Boston Medical and Surgical 
Journal described an ulcer containing hair 
over the sacrococcygeal region, and both he 
and Hodges, a later writer, noted that the 
sinus healed by firm cicatrix if it were 
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opened and the hair extracted. Despite such 
cogent observations by these pioneers there 
developed over a period of time the theory 
of congenital origin. This was distinctly 
stated by Gage’ in Christopher’s Textbook 
of Surgery (1950) when he said, “pilonidal 
sinus is a congenital stratified squamous epi- 
thelial lined sinus, with or without cystic 
formation, occurring in the soft tissues over- 
lying the site of the sacrococcygeal hiatus.” 
This, then is the essence of the congenital 
origin theory, and despite an occasional weak 
voice crying in the wilderness to the con- 
trary, this prevalent concept embodying 
neuro-canal remnants and ectodermal mal- 
fusion held sway until this past decade. Dur- 
ing the last ten years, possibly given impetus 
by the frightful incidence noted during 
World War II in military personnel, inquiry 
began in many areas as to whether this disease 
might be of an acquired nature.”*°*"""* In- 
deed, one may raise very strong and logical 
objections which render the congenital 
theory untenable. 

The salient objections to this hypothesis 
are: 

1. To be congenital a lesion would have 
per necessity had to be present since birth 
and these are virtually unheard of in pedi- 
atric practice, rarely being seen before the 
fourteenth year. In addition they do not 
conform to the anticipated curve of other 
congenital lesions.” 

2. They invariably contain hair of the 
adult type, not the lanugo of embryonic life 
such as is seen in a dermoid cyst. Further, 
the hair is detached, stiff, and usually has 
the pointed end lying downward enmeshed 
in granulation tissue. Hair follicles are 
rarely seen. The condition is most prevalent 
in races inherently hirsute, particularly 
those of Mediterranean and Semitic extrac- 
tion. It is virtually unknown in the Ameri- 
can Indian and the Oriental. The incidence 
is very low in the Negro.” 

3. A large number contain no epitheli- 
um." When seen it can well be explained on 
the basis of downward epithelization of the 
sinus tract, a well demonstrated fact occur- 


398 


ring in other types of sinuses. The occasion- 
al presence of hair follicles can be explained 
satisfactorily on this same basis. 

4. There is no connection with the dura 
contrary to the so-called congenital dermal 
sinus, a rare lesion occurring indiscrimi- 
nately from skull to coccyx. The later lesion 
has such an association, has well developed 
epithelium, and well-defined numerous hair 
follicles. Furthermore, meningitis does not 
occur no matter how frequent or serious the 
inevitable infection in the pilonidal sinus. 

§. There is a strong predilection for 
males. If congenital, this sex difference 
would not occur. Statistically, the age in- 
cidence is earlier in girls than boys which 
would be expected since they reach ado- 
lescence approximately two years sooner.” 

6. There is a tendency for the disease to 
occur in the obese, the hypertrichotic, and 
the unclean where there is poor local hygi- 
enic management of the area.” Certainly 
this would preclude a congenital origin. 

7. There is rapidly accumulating a large 
bulk of evidence purporting to show that 
most can be cured by unroofing, evacuation 
of hair, epilation of the region, and diligent 
attention to promote wound healing.***" In 
short, it is felt by many that it is no longer 
necessary to excise the entire area, but sim- 
ply to remove the causative foreign ma- 
terial and then pay unusually diligent care 
to the wound to promote smooth healing. 

8. Histologically similar identical sinuses 
have been observed in the interdigital folds 
on the hands of barbers*”” and Australian 
sheep shearers." They have also been de- 
scribed in the axilla,’ the anterior perineum, 
and elsewhere." These are unquestionably 
acquired lesions. Furthermore, they are 
cured by extraction of the hair and modest 
care of the wounds. 

It is readily seen, therefore, that no long- 
er can one accept the time-honored precept 
of congenital origin. A more modern and 
logical concept as to etiology embraces the 
thesis that these are invariably foreign body 
granulomatous sinuses with loose detached 
hair from the individual as the “villain of 
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the piece”, so aptly described recently by 
Raffman."* And, that furthermore, simple 
elimination of the hair, increase in personal 
hygiene, and careful wound attention will 
usually eliminate this condition. 


Treatment 


Over the years the techniques evolved 
have been fantastic both as to number and 
type, and are continuing to be elaborated. 
The complexity of many of these would 
negate their value even in a region remote 
from the anus, and where there was not in- 
herent infection in the lesion itself. Graft- 
ing procedures, special intricate sutures of 
different types, techniques involving mobili- 
zation of large skin flaps, and a host of 
others seem to have little to recommend 
thein. As is always true in surgery, the 
simpler the procedure the more apt it is to 
meet the necessary requirements. The most 
argumentative point for years as to therapy 
has been the use of open methods which 
are time-consuming in healing, versus pri- 
mary closure which heals more quickly, 
but with less certainty. In line with the 
modern concept of etiology Hardaway,*' 
Dwight,’ Raffman," Swinton,” Kloss,”” and 
others’ have shown that simple elimination 
of the hair and granulation tissue, scrupu- 
lous attention to wound healing, elimination 
of regional hair, and improvement of the 
local hygiene will result in almost invariable 
healing. Although unquestionably con- 
vinced of the efficacy of these principles in 
most cases, I believe that primary closure, 
where possible, has the advantages of rapidi- 
ty of healing, plus the not insignificant fac- 
tor of a finer, less sensitive scar which favors 
better hygiene, and “wears” better. The 
difficulties encountered with primary closure 
by all surgeons has been related to the prox- 
imity to the anus, the inherent infection in 
the lesion per se, and inability to obliterate 
dead space. One is forced to now raise 
the question as to the propriety, surgically 
speaking, of excision of an acquired infected 
foreign body sinus. In those selected for 
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primary closure in which there is inability 
to overcome these hazards, partial closure 
seems preferable to the completely open 
method with resultant interminably slow 
healing. 

The one area in which there is general 
agreement is incision and drainage of the 
acute abscess. From this point onward, 
there is wide divergence as to the proper 
technique. I utilize the following methods 
of management: 

1. Those with protracted continued 
heavy suppuration are admitted to the hos- 
pital and under anesthesia the entire area is 
unroofed, removing the hair and granula- 
tion tissue, and packing the wound. The 
patient is followed quite closely in the of- 
fice, and repacked several times a week or 
even daily if necessary. It is amazing how 
rapidly good sound cicatrix forms and epi- 
thelization occurs in some, and how frus- 
tratingly slow it is in others. As Dwight* has 
so convincingly stated, virtually all will heal 
under this program provided that hair is 
kept from the wound, that the wound edges 
are not allowed to invert, and that personal 
hygiene is improved. After healing is com- 
plete in order to give the patient a much 
less sensitive and finer scar which is easier 
to keep clean, and in which loose hairs are 
not as apt to collect, I then do excision with 
primary closure as a second procedure. 

2. In those which are clinically quiescent, 
I excise and close primarily. When one en- 
counters unexpected heavy infection in the 
depths of the wound, is unable to oblit- 
erate dead space, or cannot close without 
undue tension, partial closure is employed. 
In these I close the upper and lower, and 
possibly the lateral segments of the wound 
and pack a small area centrally. This, of 
course, results in a longer period of healing 
and a slightly broader scar in the central 
portion of the wound. 

The adjunctive measures of pre-operative 
chemo-therapeutic and antibiotic drugs 
plus intensive improvement of local hygiene 
and frequent shaving of the area is quite 
important. These hairs should always be 
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brushed away from the wound. Swinton” 
and others have advocated epilation to 
further this objective. 


“Recurrences” 


For many decades inadequate excision has 
been considered the main cause of recur- 
rence. I believe that most so-called “recur- 
rences” represent, on the contrary, a new 
sinus or sinuses occurring for the same basic 
etiological reasons that produced the first 
one. I do not, therefore, feel that the stigma 
of “recurrence” can often be laid at the door 
of the surgeon’s technique, but is part and 
parcel of the factors which produced this 
tenacious lesion in the first place. The 
surgeon usually removes the sinus tract com- 
pletely and rarely indeed leaves a small nidus 
of the original sinus to remain behind as a 
focus for renewed infection. New sinuses do 
develop quite quickly unless hair can be 
eliminated and the area kept clean. This 
may be impossible to accomplish in an occa- 
sional patient. Healing must be made to 
progress smoothly and this demands unusu- 
ally frequent inspection. Sinuses develop 
again more frequently in the obese, the 
hirsute, and the unclean. The use of ad- 
junctive measures such as the injection of 
methylene blue is discouraged since there is 
generally no, problem in en bloc complete 
removal and furthermore the injection of 
this foreign material tends to spread the in- 
fection to uninvolved tissue. Every surgeon 
probably has several people in his practice 
whose pilonidal disease defies every method 
that he has employed and one sees patients 
occasionally who have been previously 
treated by perfectly competent surgeons 
with poor results. It is possible often to ac- 
complish healing in these if one utilizes im- 
provement in local care, and can successful- 
ly change the hygienic philosophy of the 
patient. 


Statistics 


In an effort to evaluate my personal ex- 
periences with this troublesome lesion a sur- 
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vey of all patients seen by me over approxi- 
mately a ten year period with this as the 
primary complaint was carried out. 

Table I reveals the total number seen in 
the office as 133 with 108 being ultimately 


TABLE I 
Pts. 
(Cs arcinoma..... 1) 
No Definitive Surgery | Under Tre: atment. 25 
Refused Further 
| Treatment.......22) 


treated definitively. The reasons for re- 
jection of 25 is shown. Interestingly 
enough, the one case with carcinoma orig- 
inating in a pilonidal sinus eventually suc- 
cumbed to his disease after many surgical 
procedures performed by the Resident Staff 
of the Norfolk General Hospital. There can 
be found only nine previously reported car- 
cinomata of this origin. 

Table II shows the age incidence which 
is considerably higher than most reported 


TABLE II 
Definitive Surgery (108) 
Average Age 26!9 Yrs. 


Total Group (133) 
Average Age 27 Yrs. 


(Oldest 60 Yrs. 

Youngest 14 Yrs.) 
Sex 

Males 66 (61%) 

Females 42 (39%) 


cases, as well as the relatively high ratio of 
females. 

The types of techniques as well as the re- 
sults appear in Table III (A and B). The 


TABLE III (A) 
Type oF SURGERY 


Preliminary Surgery {Incision and Drainage.......... 
Unroofing and Removal of Hair. 3 


Definitive Surgery {Excision with Primary Closure. .85 
Excision with Partial Closure. . .23 


TABLE III (B) 


RESULTS 
Patients Operations 
1 (4 Ops.) 4 
12 
Total 108 Total Ops....... 119 
Coad . 100 (92.6%) 
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patient, a college student, who has under- 
gone four operations is scheduled for a fifth 
procedure. Her total office visits over an 
eight year period is 296! It probably would 
have been even higher save for the fact that 
she has been attending school in a distant 
community for the past three years! This 
case may well belong in the refractory 
group, and is testimony to the frustration as- 
sociated with an occasional case. 

Because of the controversial nature of 
many aspects of pilonidal disease, it was 
thought that a survey of the members of 
The Virginia Surgical Society might prove 
of interest. Accordingly, a questionaire was 
mailed to all of its members and the highly 
interesting results are revealed in the last 
three tables. (Table IV. [i, ii, and iti]) 


The most significant revelations were the 


TABLE IV (1) 


RESULTS OF QUESTIONNAIRE ON PILONIDAL DISEASE 
Sent TO MEMBERS OF VIRGINIA SURGICAL SOCIETY 


Number Treating Pilonidal Disease. . .... 109 
Number Not Treating Pilonidal Disease 

133 


TABLE IV (II) 


RESULTS OF QUESTIONNAIRE ON PILONIDAL DISEASE 
Sent TO MEMBERS OF VIRGINIA SuRGICAL Society 


Etiology 
Acquired....... 
Undecided............ 

TABLE IV (III) 

RESULTS OF QUESTIONNATRE ON PILONIDAL DISEASE 
Sent TO MEMBERS OF VIRGINIA SuRGICAL Society 
Surgery Employed 
Excision with Primary Closure..... won 71 
Never Do Primary Closure............ 
Marsupialization or Variation Thereof. . . i 13 
Excision with Packing of Defect................... 4 


large number favoring the traditional con- 
genital etiology, and the high percentage 
utilizing excision with primary closure as 
the preferred method of management. 
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Conclusion 


The modern theory of pilonidal disease 
etiologically is that of a foreign body granu- 
lomatous sinus caused by detached hair, 
aided and abetted often by obesity, and usu- 
ally occurring in those not careful as to local 
hygiene. Most can be cured by elimination 
of the hair, great attention to healing, and 
improvement of the hygienic regime. Al- 
though this is a more logical approach than 
elaborate complex techniques, and results 
in healing in a large proportion of the indi- 
viduals harboring this disease, excision with 
primary closure has the advantage of a more 
acceptable scar and heals much more quick- 
ly and comfortably. “Recurrences” repre- 
sent usually a mew sinus due to the factors 
which precipitated the original disease. Un- 
fortunately, there is an occasional individual 
who probably cannot be cured by surgical 
means due to inability to overcome the in- 
surmountable local factors. However, if the 
surgeon is endowed with great perseverance, 
utilizes the modern concepts of the disease, 
and has patients of unquestionable loyalty 
and great courage, it is possible to control 
this condition in the majority of cases. 
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Total dependence on complete formula 
diets does not constitute a rational approach 
to weight reduction and weight control on 
a long-term basis, according to the Ameri- 
can Medical Association. 

A statement by the A.M.A. Council on 
Foods and Nutrition concerning the medical 
value of such products was published in the 
May 6th A.M.A. Journal. 

“The formula diet appears to be an ef- 
fective means of weight reluction, if adhered 
to. Despite this fact, there is reason to be- 
lieve that such a program does not con- 
stitute a rational approach to weight control 
in the seriously overweight.” 

The council said extensive weight reduc- 
tion should be carried out only with a phy- 
sician’s guidance, and with diets which are 
tailored to the individual patient’s needs. 

“The formula per se is certainly not a 
panacea for obesity. Furthermore, self- 
medication has no more place in the treat- 
ment of extreme obesity than in any other 
medical disorder. A physician is better qual- 
ified than the patient to recognize the fac- 
tors which play a part in a given weight 
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problem, including psychological factors, 
and to handle problems that occur during 
a weight reduction program as they arise. 

“When weight reduction must be consid- 
ered a long-term procedure, education of 
the individual to the faults of his past die- 
tary practice is essential. Only the dietary 
program which results in permanent weight 
loss and lifetime control of weight will be 
a satisfactory one.” 

In an accompanying editorial, Philip L. 
White, Sc.D., secretary of the council, said 
in a self-prescribed weight reduction pro- 
gram the patient’s psychological manage- 
ment and education toward correct dietary 
habits is “impossible.” 

“Many users of the formula diets thus 
are doomed to the on-again, off-again, 
down-again, up-again paradox of self treat- 
ment.” 


In the opinion of the council, “‘excessive 
rates of weight loss or large fluctuations in 
weight in obese individuals who restrict their 
caloric intake excessively or spasmodically 
may be undesirable.” 
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Carcinoma of the Colon and Rectum 


Carcinoma of the colon and rec- 
tum remains a major concern of 
all physicians. A series of 176 


cases is analyzed. 


HIS IS AN ANALYSIS of 176 cases of 
adenocarcinoma of the colon and rec- 
tum and a review of some methods of diag- 
nosis and treatment, both old and new. 
These cases were all treated at St. Eliza- 
beth’s Hospital from 1937 through 1955. 
All cases had the diagnosis of adenocarci- 
noma confirmed by histological study. 


Results 


Table +1 shows the location of the lesions 
in this series. The left colon was the most 


TABLE 1 


LOcATION 
Rectum... . 64 
Left Colon 


(36 4%) 
(40.9% 


(22.7 


common location with two-thirds of these 
lesions in the sigmoid colon. 

The sex incidence was 96 females and 80 
males. The males predominated slightly in 
the rectal malignancies. The age range was 
from 18 to 91 years. Seventy-two per cent 
were between the ages of 50 and 75 years. 
There were four patients younger than 25 
years of age, three with rectal carcinoma and 
one with the lesion in the left colon. 

The predominant symptoms are listed in 
Table #2. The length of symptomatology 


Presented at the Annual Meeting of The Medical 
Society of Virginia, Virginia Beach, October 9-12, 
1960. 
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from onset until hospitalization was from 
two weeks to nine months, with an average 
of approximately four months, in 73 per 
cent of the patients. This ranged from sev- 
TABLE 2 
SyMPTOMATOLOGY OF 176 CASES 


C hange i in bowel habits.... HO (62:5%) 


Anemia... (47.7%) 
Intestinal obstruction. .................. 49 (27.8%) 


eral diagnosed on routine physical examina- 
tion with no symptoms to four years. The 
most common symptom was change in 
bowel habits, usually increasing constipa- 
tion. Pain was mostly abdominal and sec- 
ondary to intestinal obstruction or invasion 
of surrounding structures. Patients were 
considered anemic when their hemoglobins 
fell below 80 per cent (12.4 gms. in male 
and 11.4 gms. in female). The bleeding in 
these cases was noticeable to the patient and 
varied from bright red blood to melena. 
Weight loss was considered significant when 
it exceeded ten pounds. 

Intestinal obstruction, acute or chronic, 
was difficult to evaluate in reviewing these 
cases, and only those cases with definite 
symptoms and physical signs were listed, 
many requiring temporary decompression 
procedures. The actual true figure may be 
higher, particularly for the cases of chronic 
partial obstruction. 


Table +3 gives the significant results of 
TABLE 3 
Puysic EXAMINATION 
Sigmoid- 
Location Cases Rectal | oscopy 
Sigmoid. . 48 16 | 22 
Rectum.... ; 64 62 62 


44.3% rectal examination alone. 
47.7% rectal plus sigmoidoscopy. 
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digital rectal examination and sigmoidos- 
copy. It is interesting that 16 sigmoid le- 
sions were palpable on rectal examination. 
Two rectal lesions were overlooked on digi- 
tal and sigmoidoscopic examinations, and 
these were both obscured by rather marked 
hemorrhoidal pathology and were diagnosed 
at the time of hemorrhoidectomy. 


In ten of 132 resected cases associated 
polyps were found. A second primary was 
found in two cases. One was diagnosed at 
the time of the original operation and the 
other developed in the right colon several 
years following an abdominoperineal resec- 
tion for rectal carcinoma. Both were adeno- 
carcinomas and neither was polypoid. 


Of the 45 rectal adenocarcinomas re- 
sected, 39 (86.7%) were treated by abdom- 
inoperineal resection, two (4.4%) with an 
abdominal resection and turn in of the rectal 
stump and four (8.9%) by anterior resec- 
tion. There were 56 left colon lesions re- 
sected, all taking the left colic artery at or 
near its origin from the inferior mesenteric 
artery. In no rectal or left colon resection 
was the inferior mesenteric artery itself 
ligated. Of the few right and left colon 
lesions in the transverse colon, the mid colic 
artery was always sacrificed. The right colon 
lesions were treated with right colectomy as 
commonly performed today with removal 
of the terminal few inches of ileum, cecum, 
ascending colon, and hepatic flexure, taking 
the right colic and ileocolic vessels. 

In this series, 132 of 176 cases were re- 
sected, a resection rate of 75 per cent. The 
44 cases not resected had exploratory lapa- 
rotomy, a by-pass procedure, or a proximal 
colostomy or cecostomy, all with a biopsy 
preoperatively or at the time of operation 
for histological confirmation of the diag- 
nosis. The operative mortality from 1937 
through 1945 was 23.3 per cent and fell to 
4.8 per cent from 1946 through 1955, with 
an overall operative mortality of 17.7 per 
cent. 


Table #4 lists the results of the 132 cases 
resected. Only one case was lost to follow 
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up and 2 died of other causes before 5 years, 
so 129 cases were suitable for analysis for 
five-year survivals and 79 cases for ten-year 
survivals. 


TABLE 4 
Survivat Rares or Resecrep Cases 
5 Years 10 Years 

Per Per 
Cases Cent Cases | Cent 
Node metastases....| 4 of 35] 11.5 2o0f 7.1 
No node metastases.| 55 of 94 | 58.5 | 24 of 51 | 47.1 
pS eee 59 of 129 | 45.7 | 26 of 79 | 32.9 


The resected specimen was placed in for- 
malin and on removal only those nodes 
grossly evident were dissected out and sec- 
tioned. The definitely poorer prognosis in 
those cases with lymph node metastases is 
clearly demonstrated in these figures. 


Discussion 


The best diagnostic tools are still a good 
history and physical examination. In this 
series of cases approximately one-half 
(44.3%) of all the cases were diagnosed by 
rectal examination alone. Sigmoidoscopy 
confirmed all of these and picked up a few 
lesions beyond the reach of the examining 
finger. Certainly a physical examination is 
incomplete without digital examination of 
the rectum. Any suspicion should then lead 
to sigmoidoscopy and barium enema. 

In an attempt to obtain earlier diagnosis, 
routine sigmoidoscopy on all patients re- 
gardless of symptoms was done on 2000 
patients at the Columbus, Ohio, Cancer 
Clinic’ and one patient in every 100 was 
found to have frank carcinoma of the rec- 
tum or rectosigmoid or carcinoma in situ of 
a colonic polyp. Seventy cases of benign 
adenomatous polyps were also found. 

Cytologic smears were taken and showed 
good correlation with the frankly malignant 
lesions but poor correlation with benign and 
malignant polyps. Their conclusions were 
that routine sigmoidoscopy was beneficial 
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but for the time being cytological examina- 
tion with smears had little to offer since 
these lesions were nearly all easily accessible 
to direct biopsy through the sigmoidoscope. 
At the present time a method of recovering 
exfoliated malignant cells from enema re- 
turns is being investigated. 

The x-ray examinations are of three types: 
the straight abdominal film particularly use- 
ful in intestinal obstruction, barium enema, 
and air-contrast studies. Although the lesion 
may be palpated or easily visualized and 
biopsied through the sigmoidoscope, barium 
enema should also be done to rule out co- 
existing polyps or second primaries. An 
attempt at routine barium enemas, using 
only roentgenograms 14 x 17 in. and photo- 
fluorograms without fluoroscopy, was made 
and yielded approximately 1 per cent posi- 
tive results for carcinoma in each group.” 
The photofluorogram was ruled unaccept- 
able in large numbers of people because of 
the relatively high dose of radiation delivered 
to the patient’s skin and requirement of 
meticulous bowel preparation. 

In the past few years some every interest- 
ing work has been done on recovering malig- 
nant cells in the venous blood directly 
draining an area of malignancy and in the 
peripheral blood.** A greater number of 
cancer cells has been found in the venous 
return directly from the involved area and 
in peripheral venous blood in that group of 
patients with evidence of widespread disease 
to the extent that the operator knows it is 
“incurable” as opposed to being a possible 
“curable” lesion. It was also shown that 
manipulation of any type; i.e., examination, 
operative manipulation, etc., all increased 
the number of cancer cells present. The re- 
lationship of “cure” with the presence and 
number of malignant cells present in the 
blood stream has not been established. At 
the present time it is not applicable as a 
method for clinical diagnosis but with more 
refinement might become most helpful. 

The realization of the relationship of car- 
cinoma of the colon to other pathological 
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processes has been of help in making an 
earlier diagnosis. 

Wangensteen’ states that one-third of all 
cases of colon and rectal carcinoma present 
as intestinal obstruction, acute or chronic. 
The greatest number occur in the sigmoid 
colon where the lumen is the smallest and 
annular growths frequently occur. The rec- 
tum has the lowest incidence of obstruction. 

The fact that carcinoma of the colon and 
diverticulitis can and do co-exist in the same 
segment of colon, usually sigmoid, is impor- 
tant.° A thorough diagnostic work up, close 
follow up, and aggressive surgical attitude 
will lead to early detection and treatment. 

The close relationship of polyps to malig- 
nancy in the colon has been definitely estab- 
lished. Whether or not polyps are premalig- 
nant has not been proved. The important 
fact is that you cannot tell whether a polyp 
is benign or a polypoid carcinoma unless you 
remove it and study it histologically. In- 
terestingly enough the only characteristic of 
small polypoid tumors beyond the range of 
the sigmoidoscope that correlates with the 
presence of cancer is size. Ackerman‘ found 
only one malignancy in 91 polypoid tumors 
less than 1.2 cms. in diameter while in 265 
polypoid tumors larger than 1.2 cms. there 
were 227 cancers (85.7%). The high in- 
cidence of malignancy in papillary (villous) 
adenomas, one out of three cases, as opposed 
to adenomatous polyps, 2.3 per cent, has 
been stressed.* 

A careful follow up must be emphasized 
as a most important diagnostic tool. In a 
series of 1788 consecutive cases of carcinoma 
of the rectum and colon McGregor and 
Bacon’ reported that 9.2 per cent had mul- 
tiple cancers. Multiple primary large bowel 
malignancies alone were found in 5.3 per 
cent. Based on the results of this work, any 
patient with carcinoma of the colon or rec- 
tum has an increased risk of developing 
other sites of malignancy simultaneously or 
at different time intervals. 

There have been many recent advances in 
the treatment of carcinoma of the rectum 
and colon. The use of non-absorbable anti- 
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biotics in the intestinal tract preoperatively 
has been a great advance. It gives improve- 
ment in bowel healing, decreased mortality 
and morbidity, and reduces wound infec- 
tion.” 

The problem of prevention of intralu- 
minal spread of cancer cells leading to im- 
plantation at the anastomosis and recurrence 
has been emphasized by Cole.'’’* Imme- 
diate placement of tapes tied securely on 
either side of the neoplasm to prevent spread 
of sheddéd cells in the lumen, early ligation 
of the major venous return, and less manipu- 
lation of the tumor have been stressed. Re- 
cent studies show that 0.5 per cent sodium 
hypochlorite buffered with sodium bicar- 
bonate is the most effective and least toxic 
solution in preventing spread of tumor 
cells." 

There has been an extension of the limi- 
tations of resection by some surgeons. Wan- 
gensteen” has advocated total colectomy be- 
cause of the high incidence of associated 
polyps (38%) and other primary carci- 
nomas (4%) in portions of the bowel left 
behind by the standard resections. 

Still others’*"’* have advocated high liga- 
tion of the inferior mesenteric artery at the 
aorta with removal of the entire left colon 
down to the pelvic colon at the peritoneal 
reflexion for lesions of the left colon and 
the same extended resection with abdomino- 
perineal resection for lesions of the rectum. 

The principal advantage of ligation of the 
inferior mesenteric artery is removal of more 
lymphatics. The disadvantages are a more 
dificult operation technically, prolonged 
operative time, and a more insecure blood 
supply if used in all patients. Whether this 
extension or that of total colectomy will 
give better results with an acceptable mor- 
bidity and mortality awaits the test of time. 

An acceptable operative procedure for 
cancer should fulfill three criteria: (1) offer 
a good chance for cure in the presence of a 
favorable lesion, (2) have a low morbidity 
and mortality, and (3) maintain as normal 
a physiologic function as possible.” 

A problem arises in the lesions found be- 
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tween 6 cms. and 15 cms. from the anus as 
to whether abdominoperineal resection or 
low anterior resection should be performed. 
By “anterior resection” I refer to the opera- 
tion consisting of resection of the sigmoid 
and part of the rectum with anastomosis of 
the colon carried out entirely through the 
abdomen. Abdominoperineal refers to com- 
plete removal of the rectum and anus com- 
bining the abdominal and perineal ap- 
proaches with an end colostomy of the left 
colon. In considering the previously men- 
tioned criteria for a good cancer operation, 
the two procedures are equally good except 
that anterior resection gives you unques- 
tionably the best physiologic function; how- 
ever, does it lead to recurrences in the anas- 
tomoses of cases otherwise “curable” by an 
abdominoperineal resection? 


At the Mayo Clinic” in a careful sum- 
mary of 98 cases of local recurrence of car- 
cinoma after anterior resection, 76 cases 
were in all probability shedded cancer cells 
in the lumen implanted at the suture line 
at the time of surgery. Forty-seven of these 
cases had no evidence of lymph node metas- 
tases. Similar results were reported by Mc- 
Kittrick“' who had a 10 per cent recurrence 
at the suture line. His conclusions were that 
anterior resection should be used only with 
a 10 cm. margin distally and when tapes 
could be placed distally and proximally to 
the tumor early in the operation. Certainly 
I believe in comparing the two operations, 
if this anastomotic recurrence rate could 
be decreased, anterior resection would be the 
treatment of choice for these low lesions 6 
to 15 cms. from the anus. 

The abdominoperineal resection as origi- 
nated by Miles and brought to its present 
day state of refinement is the operation of 
choice for lesions of the rectal ampulla.” 

Mention should be made of the pull- 
through procedures, preserving the sphinc- 
ter. Good results have been reported by 
some,” but it is the general feeling of most 
surgeons that lesions amenable to this could 
be done as an anterior resection while lower 
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lesions should have an abdominoperineal re- 
section. 


Dr. Wangensteen™ has reported some en- 
couraging results from “second look” opera- 
tions in carcinoma of the colon and rectum. 
These are re-exploration operations on pa- 
tients with lymph node metastases approxi- 
mately six months after the original excision 
and while they are asymptomatic and have 
no clinical evidence of residual cancer. This 
is continued until no residual cancer is 
found. Once a negative exploration has been 
done, no further operations are performed. 
He reported 5 of 16 patients with colon 
cancer with residual cancer at the second 
operation now free of cancer on their last 
exploration. Four of these were free on their 
third exploration and one after his sixth. 
At the time of this report one had just been 
found to be “free” and the other four were 
from two to four years following their neg- 
ative exploration. Rectal cancer had been 
disappointing in this procedure. 

The advent of cancer chemotherapy has 
given us another helpful and hopeful mode 
of therapy. These drugs have been admin- 
istered systemically and locally to combat 
various malignant neoplasms. More recently 
regional perfusion, utilizing an extracor- 
poreal circuit, has been employed.” This 
promises to be a fertile field, but at the pres- 
ent time no definite conclusions can be 
drawn regarding cancer of the colon and 
rectum. 

The group at Memorial Center for Can- 
cer and Allied Diseases" have recently 
advocated preoperative x-ray therapy for 
cancer of the rectum. In reviewing their 
experience they found no apparent influence 
on survival rate of patients without lymph 
node metastases; however, in those cases 
with lymph node involvement it was bene- 
ficial. The five-year survival rate without 
preoperative x-ray was 23 per cent and with 
x-ray 37 per cent. The ten-year survival 
rate without x-ray was 10 per cent and with 
x-ray 27 per cent, even more striking statis- 
tics. 
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Summary 


A series of 176 cases of carcinoma of the 
rectum and colon have been analyzed. A 
number of diagnostic and therapeutic meth- 
ods have been discussed briefly. Although 
some are still in their infancy, they give 
promise of continuing to better our results. 
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Radiation for Uleer Patients 


The substitution of radiation therapy for 
surgery in patients with complicated duo- 
denal ulcer has produced encouraging re- 
sults. Drs. Harold C. Klein and Norman E. 
Berman, Cleveland, said 39 of 50 patients 
treated with radiation were “cured” of their 
ulcer disease. Of the remaining patients, five 
were able to avoid surgery while six were 
not benefited and underwent operations. 

Following radiation treatment, no diet 
restrictions were imposed or medication 
given, the two physicians said in reporting 
their findings in the April 15th Journal 
of the American Medical Association. 


408 


Patients were given 10 to 14 treatments. 
Their condition was checked for periods up 
to eight years following the therapy. 

“Complications arising from the radiation 
were minor and infrequent.” 

Radiation offers the possibility of a better 
and safer method of treating the compli- 
cated ulcer despite the many refinements 
that have been made in surgical manage- 
ment. 

The authors are associated with the de- 
partments of medicine and_ radiology, 
Mount Sinai Hospital. 
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Eventration of the Diaphragm 


This rare congenital anomaly may 
be so severe as to cause death in 
the infant or may be so mild as to 
go unnoticed throughout a nor- 
mal life span. It can be corrected 
by surgical treatment and such a 


case is reported here. 


FVENTRATION of the diaphragm is a 
rare congenital anomaly in which there 
is a redundancy of either the right or the 
left leaf of the diaphragm, or both. It oc- 
curs more frequently on the left side. This 
redundancy is due to an attenuation or 
thinning out of the structure, mostly in the 
form of an excess of the central tendinous 
portion. The condition results from defec- 
tive development of the muscle in the sep- 
tum transversum from the embryonal tis- 
sue of the cervical myotomes before the 
20mm. stage. There is no impairment of 
the nerve supply to the affected diaphragm. 
The phrenic nerve has been found to be un- 
affected in all cases that have been investi- 
gated at autopsy. However, due to the rela- 
tive deficiency of contractile muscular tis- 
sue the hemi-diaphragm rides high in the 
thoracic cavity and on chest x-ray has an 
appearance almost identical to that seen in 
phrenic nerve paralysis. The exact inci- 
dence of this anomaly is not known but it 
has been estimated to exist in one in ten 
thousand of the adult population. However, 
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it probably occurs more frequently than 
this. Severe cases of eventration can be the 
cause of death in the newborn. The exact 
cause of death in these instances may go un- 
detected unless an autopsy is performed. 
The less severe form of this anomaly may 
exist and go undetected throughout a nor- 
mal life span and may never be the source of 
any difficulty. Fatalities occurring early in 
infancy are most often due to cardio-respir- 
atory deficiency. This is due to compression 
of the lungs and heart by the high dia- 
phragm, which compresses the lung on the 
same side and also displaces the heart and 
mediastinum toward the opposite side. The 
other cardinal manifestation of this condi- 
tion is that of pyloric obstruction, which re- 
sults from displacement of the stomach into 
the pocket of the eventrated left hemi-dia- 
phragm. This displacement of the stomach 
upward and to the left may not ever occur, 
or it may occur at any age. It may occur 
in one of three ways. First, the fundus alone 
may rise into this empty space. Two, the 
mid portion of the greater curvature of the 
stomach may be drawn upward, causing a 
folding of the stomach on its lesser curva- 
ture, pulling the pylorus over to the left. 
Finally, there may occur a partial or com- 
plete volvulus of the stomach, with rotation 
of the antrum upward beneath the dia- 
phragm, the cardia then being in an inferior 
position. This latter position is the so-called 
upside down stomach. The symptomatology 
then will be those symptoms resulting from 
decreased cardio-pulmonary reserve, main- 
ly exertional dyspnea, or intractile vomiting 
from pyloric obstruction—either of these 
or both. As indicated above, these symp- 
toms may be present at birth or they may 
occur at any age or they may never occur. 
The diagnosis is made by x-ray studies. In 
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the asymptomatic cases, an eventrated dia- 
phragm may be accidentally discovered on 
a routine anterior-posterior chest x-ray. In 
eventration of the left diaphragm with ro- 
tation of the stomach upward into the dia- 
phragmatic pocket it may be difficult to 
differentiate this condition from herniation 
of the stomach through the foramen of 
Bochdalek (postero-lateral pleuro-peritone- 
al canal). These two conditions present an 
identical picture on routine anterior-pos- 
terior chest x-ray. Lateral or oblique x-ray 
projections of the chest may distinguish be- 
tween the two conditions by demonstrating 
the shadow of the diaphragm completely 
covering the stomach. If these x-ray projec- 
tions do not make the distinction, barium 
introduced into the stomach through a naso- 
gastric tube will outline the stomach wall 
and in cases of eventration one can then see 
the pale soft tissue shadow of the diaphragm 
covering the stomach. In gastric hernia 
through the diaphragm this shadow of the 
diaphragm will not be observed. Another 
means of establishing the diagnosis between 
these two conditions is by use of pneumo- 
peritoneum. Air is introduced into the peri- 
toneal cavity and then, with the patient in 
an erect position, a routine anterior-poster- 
ior chest x-ray in eventration will demon- 
strate an air-shadow between the stomach 
and the diaphragm. This latter method 
carries some slight hazard and is not usually 
necessary in order to make the definitive 
diagnosis. Of course, in either instance with 
pyloric obstruction operative treatment is 
necessary. However, in herniation through 
the foramen of Bochdalek, strangulation 
with gangrene of the stomach may occur 
and emergency surgery is indicated, whereas 
this threat of strangulation and gangrene 
apparently does not exist in cases of even- 
tration. Therefore, if diagnosis of eventra- 
tion can be established as opposed to hernia- 
tion one can take more time to bring the 
patient to optimum condition for the op- 
eration. This was of definite value in the 
case presented here. 
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Case Report 


M. L., white male, age 2 years, 7 months, 
was admitted to the Virginia Baptist Hospi- 
tal on April 13, 1959, with a 20-hour his- 
tory of recurring epigastric pain and nausea 
and vomiting. These symptoms had begun 
suddenly while the child was playing in the 
yard the day before admission. The pain 
had remained localized in the epigastrium. 
The time intervals between the attacks 
varied from 30 minutes up to one or two 
hours. There was no history of any similar 
episode in the past. 

Further history on admission revealed 
that the patient had had a chronic harsh, 
non-productive cough virtually all his life 
and that he also had rather severe chronic 
constipation. The history was otherwise es- 
sentially negative. On physical examination 
at the time first seen he did not appear to 
be extremely ill, but was in a moderate de- 
gree of discomfort. There was a rapid pulse, 
slight fever of 100.6 rectally. On inspec- 
tion of the abdomen there was moderate 
distention, which was more predominant in 
the left upper quadrant and along the left 
half of the abdomen down to below the um- 
bilicus. There was absence of breath sounds 
and vocal fremitus in the left lower lung 
field. Fine and coarse rales were heard 
throughout the rest of the lung fields. 

The routine laboratory studies were 
normal, except for a white blood count of 
14,200 with a predominance of polymor- 
phonuclear leukocytes and a two plus al- 
buminuria and two plus glycosuria. 

X-rays were obtained soon after admis- 
sion. A plain film x-ray of the abdomen 
(fig. 1) showed a large air pocket in the left 
upper quadrant, which was apparently due 
to gastric distention. The anterior-posterior 
chest x-ray (fig. 2) established this fact. 
This chest x-ray does not differentiate be- 
tween eventration of the left leaf of the 
diaphragm with displacement of the 
stomach upward and herniation of the 
stomach through the foramen of Bochdalek. 
The stomach was then emptied by the inser- 
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to try to improve his general condition, 
particularly the wet lungs, which was severe 
enough to markedly increase the hazard of 
anesthesia. The gastric tube was left in 
place for continuous decompression. He was 
maintained on intravenous fluids and given 
penicillin and streptomycin intramuscular- 
ly. This resulted in some improvement and 
about 40 hours after admission operation 
was performed. 

The approach was through a left tho- 
racotomy incision, entering through the 


Fig. 1 


tion of a naso-gastric tube. Barium was 
then introduced through the tube into the 
stomach, which outlined the border of the 
stomach (fig. 3) and on this x-ray one can 
see the soft tissue shadow of the diaphragm 
completely covering the stomach, which 
established the diagnosis of eventration. 
Surgery was delayed for two days in order 


Fig. 3 


sixth intercostal space. Upon entering the 
thorax the redundant, markedly thinned out 
left diaphragm was seen to be riding high in 
the thorax, compressing the lung into the 
upper half of this cavity. The diaphragm 
was depressed manually, following which it 
was found that the lung would not re-ex- 
pand with positive pressure. It was then dis- 
covered that the lung was now being held in 
its position in the upper half of the chest by 
numerous filmy pleural adhesions. On 
further inspection of the diaphragm it was 
Fig. 2 found that it contained a well developed 
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muscular ridge around the periphery and 
that the redundant diaphragm was com- 
posed almost entirely of the central tendo- 
nous portion, which was very thin. The 
phrenic nerve appeared to be normal on 
gross inspection. The diaphragm was then 
incised transversely in its central part from 
a point just lateral to the insertion of the 
phrenic nerve laterally over to the lateral 
thoracic wall. This exposed the stomach 
lying beneath the diaphragm and it was 
found to be rotated upon itself with the 
antrum uppermost. There was moderate 
edema of the tissues in the region of the py- 
lorus. A segment of the splenic flexure of 
the colon was seen posterior and lateral to 
the stomach and was attached to the dia- 
phragm by adhesions. The spleen was at- 
tached to the diaphragm relatively high up 
in the eventrated portion. The spleen and 
colon were freed of adhesions and displaced 
downward. There were no adhesions to the 
stomach and it was freely movable. It could 
be held down manually in a relatively nor- 
mal position but upon release it tended to 
ride upward again under the diaphragm. It 
was necessary to hold it down while the dia- 
phragm was being repaired. The reconstitu- 
tion of the diaphragm was accomplished by 
two rows of interrupted 00 silk sutures, 
which were placed under direct vision ap- 
proximating the anterior and posterior rela- 
tively normal muscular components of the 
diaphragm. The excessive tendinous por- 
tion, which remained above the suture line, 
was used to reinforce this repair. The an- 
terior half of the excess was cut away and 
the posterior half was then folded down an- 
teriorly and sutured onto the anterior mus- 
cular ridge near the anterior thoracic wall. 
The left lung was then freed of its pleural 
adhesions, following which it easily filled 
the entire left thorax. The incision was 
closed without drainage. The patient began 
taking fluids by mouth the day after opera- 
tion and had an uneventful recovery. Post- 
operative x-rays while still in the hospital 
(fig. 4) showed some clouding of the left 
base. Repeat barium study of the stomach 
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Fig. 4 


showed some pooling of barium in the fun- 
dus but satisfactory gastric emptying. Since 
discharge from the hospital he has gained 
weight and developed normally. 


Follow-up Study 


Follow-up x-ray studies done about a year 
later showed the diaphragm to be still in 
normal position and the appearance of the 
stomach on barium contrast study was es- 
sentially normal. 


Discussion 


The first successful operative repair of 
this type of defect was carried out in this 
country in 1922. Ina review article by Lax- 
dol, McDougall and Mellin in 1954, they 
were able to find only 20 case reports of 
operative repair of this defect in the Ameri- 
can Literature from 1922 to the time of 
publishing their article. They added two 
more cases of their own. Since that time a 
few more case reports of operative treat- 
ment of this condition have appeared in the 
literature but the overall clinical experience 
with this operation has been very small. 

The case which has been presented here is 
representative of the most common type 
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of diaphragmatic eventration. It can oc- 
cur on the right side but far less frequently. 
It is estimated to occur in a ratio of 8:1 on 
the left side. Recently a case of bilateral 
eventration of the diaphragm has been re- 
ported. In our case there was a sufficient 
amount of normal musculo-tendonous tis- 
sue to permit a satisfactory repair of the 
defect without any special maneuvers. In 
other cases that have been reported an insuf- 
ficient amount of normal tissue was found 
at operation to allow a satisfactory repair 
and in those instances such measures as extra 
plication of the thinned out central tendon 
and reinforcement with a prosthetic such 
as tantalum mesh was employed in order to 
strengthen the repair. Under these circum- 
stances the reconstruction is less dependable 
and disruption of the repair has occurred in 
some instances. The operation can be per- 
formed through an abdominal incision, but 
this approach is obviously far more difficult 
than through a thoracic incision. However, 
congenital malformation of the gastro-in- 
testinal tract, such as malrotation of the 
mid-gut, may coexist occasionally with 
eventration. Obviously this can be cor- 
rected through an abdominal approach and 
cannot be corrected through a thoracic in- 
cision. In our case the patient had gotten 
along normally for two years and seven 
months which, in effect, ruled out the pos- 
sibility of any abnormality of the gastroin- 
testinal tract. However, the abdominal ap- 
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proach should be considered in those cases 
in the newborn, unless an associated anoma- 
ly of the gastrointestinal tract has been 
ruled out. 


Summary 


Eventration of the diaphragm is a rare 
anomaly. The degree of eventration varies. 
In the most severe form it may cause death 
in the newborn and in the mildest form the 
condition may exist through a normal life 
span without causing any difficulty. Chief 
symptoms, which result from this condition 
are referable to deficiency of the cardio-res- 
piratory system and/or pyloric obstruction 
resulting from the displacement of the 
stomach into the pocket of the eventrated 
left diaphragm. Surgical repair of the de- 
fect is feasible and successful in most in- 
stances. 
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Clinical Aspects of Amniotic Fluid Embolism 


The mortality of this serious con- 
dition will be reduced when it is 
recognized promptly and appro- 


priate treatment instituted 


HE SYNDROME of pulmonary embo- 

lism by amniotic fluid was first described 
in Brazil in 1926', but it was not until 1941 
that its importance as a cause of maternal 
death was indicated by the work of Steiner 
and Lushbaugh’ in this country. In that 
year these authors reported eight cases of 
death from circulatory failure following the 
acute onset of dyspnea and cyanosis late in 
labor. The striking finding at autopsy in 
each of these cases was embolic choking of 
small pulmonary arteries and capillaries by 
squamous cells, meconium, and other am- 
notic debris. The clinical and pathologic 
features of this condition have since been 
amply confirmed, establishing it as a definite 
disease entity. 

It is interesting to note that even in their 
initial report Steiner and Lushbaugh stated 
their belief that amniotic fluid embolism is 
the major cause of maternal death in labor 
and the immediate puerperium. With more 
widespread recognition of the entity and 

_ improvement in control over the commoner 
causes of maternal death, the disease has 
today become of even greater significance 
in maternal mortality statistics. 

This development is apparent, for exam- 
ple, in data from the recent Minnesota Ma- 
ternal Mortality Study.* During the seven 
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years of the study there were 15 deaths at- 
tributable to amniotic fluid embolism. 
Among the causes of obstetric deaths this 
complication ranked as the fifth category, 
only heart disease standing between it and 
the “Big Three”; i.e., hemorrhage, toxemia, 
and infection. 

It is thus evident that embolism by am- 
niotic fluid may no longer be regarded 
merely as an obstetric curiosity. Since with 
adequate care deaths from hemorrhage, tox- 
emia, and infection are largely preventable, 
amniotic fluid embolism looms as one of the 
major threats to life for the expectant moth- 
er in this country today. 


A stumbling block to progress in dealing 
with this problem has been the attitude 
widely held that the disease is almost in- 
variably fatal, creating an aura of futility 
for the physician in attendance. While it 
is true that the classical picture of sudden 
respiratory distress followed soon thereafter 
by circulatory collapse and death is a com- 
mon one in the literature on the subject, 
the disease is by no means always so rapidly 
fatal. Not infrequently the patient survives 
the initial insult to the cardio-respiratory 
system, only to succumb after delivery has 
been. accomplished to uncontrolled shock 
and hemorrhage. In such cases the further 
observation has been made that the patient’s 
blood may fail to clot. 

A major contribution was made in 1952, 
when it was first demonstrated that the 
associated clotting defect is the result of de- 
pletion of circulating fibrinogen.’ It has been 
suggested that this might occur as a result of 
intravascular coagulation due to the pres- 
ence of thromboplastic substances contained 
in the fluid.’ Although the applicability of 
the concept of intravascular coagulation to 
amniotic fluid embolism is as yet uncertain, 
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the fact remains that hypofibrinogenemia is 
frequently observed. In lesser degrees of 
embolization, therefore, survival of the pa- 
tient may well depend upon prompt recog- 
nition and treatment of the coagulation 
defect.* 

It is thus of vital importance for physi- 
cians attending parturient women to be 
alert to the possibility of infusions of am- 
niotic fluid into the maternal circulation. 
Reid and his associates’ at the Boston Lying- 
In Hospital have stated that “the sudden 
appearance of shock and severe respiratory 
distress during an otherwise normal labor 
is pathognomonic of this syndrome”. It also 
appears probable that the occurrence of 
shock and hypofibrinogenemia following de- 
livery is, in the absence of abruptio placen- 
tae and other known causes of fibrinogen 
depletion, diagnostic of amniotic fluid em- 
bolism regardless of whether there were 
antecedent acute respiratory symptoms. It 
is for the latter reason that a more accurate 
designation for this entity is “amniotic fluid 
infusion”. 


Predisposing Factors 


The prerequisite conditions for the escape 
of amniotic fluid into the maternal circula- 
tion are (1) a portal of entry of the fluid 
into the circulation and (2) a break or tear 
in the placental membranes. Possible modes 
of entry include ruptured endocervical 
veins,® areas of premature separation of the 
placenta® (along the placental margin) , and 
abnormal communications between the am- 
niotic sac and the uterine vessels, as in rup- 
ture of the uterus and cesarean section.” 

Undoubtedly, the major predisposing fac- 
tor is unusually powerful and precipitous 
labor. It does not matter whether this is 
due to intrinsic hypersensitivity of the uter- 
ine muscle or to the injudicious use of pito- 
cin. 


Clinical Picture 


The characteristic pattern of symptoms 
usually begins late in labor with sudden 
dyspnea, apprehension, and restlessness. Un- 
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like thrombotic embolism, chest pain is 
rarely experienced. A chilly sensation or 
frank chill is common. The patient may 
become cyanotic, and profound shock fol- 
lows after a variable interval. Clinical signs 
of pulmonary edema may or may not be 
present. Death may occur within minutes 
of the onset of symptoms or after an inter- 
val of several hours. 

It seems probable that a rapidly fatal 
outcome is due to the development of acute 
cor pulmonale and reflex vascular collapse 
as a result of mechanical blockage of the 
pulmonary capillary bed by meconium. In 
those cases in which there is a delay in the 
appearance of shock, the underlying mech- 
anism may be the release of thromboplastic 
materials into the blood stream rather than 
pulmonary capillary obstruction by amni- 
otic debris. In such cases the clinical picture 
is less dramatic, so that a diagnosis of am- 
niotic fluid embolism may not be enter- 
tained, the shock being attributed solely to 
the hemorrhage that usually occurs post- 
partum as a result of fibrinogen depletion. 

It is apparent from the foregoing discus- 
sion that, contrary to popular opinion, the 
clinical picture is somewhat variable. The 
problem of diagnosis is further complicated 
by the variety of etiologic conditions which 
may be associated. However, although the 
diagnosis can be made with absolute cer- 
tainty only by pathologic examination of 
the lungs in fatal cases, in my opinion it is 
unlikely that the disease would very often 
be confused with anything else provided its 
effect on the blood coagulation mechanism 
is appreciated, and the possibility of its oc- 
currence is kept clearly in mind. 


Case Reports 


Case 1—Mrs. C. B., De Paul Hospital No. 
57-14000, was a 31-year-old clinic patient, 
gravida ix, para v, admitted in labor after 
an episode of bleeding at home. A diagnosis 
of mild premature separation of the placenta 
was made and amniotomy was performed. 
Approximately four and a half hours later 
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she developed sudden dyspnea and became 
comatose, with blood pressure unobtainable. 
Respirations ceased within five minutes of 
the onset of symptoms. A post-mortem 
cesarean section was performed, with deliv- 
ery of a living infant. Autopsy confirmed 
the impression of amniotic fluid embolism. 
A small area of placental separation was also 
demonstrated. 


Comment—This case is an example of 
what might be called “classical” amniotic 
fluid embolism. The avenue of entry of the 
fluid appears to have been the area of pla- 
cental separation. 


At the present time no specific treatment 
is known for massive and overwhelming 
embolization of this type. However, if any 
of these patients are to be saved positive 
pressure oxygen therapy is essential. It has 
been demonstrated experimentally that posi- 
tive pressure oxygenation enables dogs to 
survive ordinarily lethal injections of both 
meconium and thromboplastin.” As in 
thrombotic embolism, additional emergency 
measures probably should include the use 
of drugs to counteract reflex pulmonary 
arteriolar and bronchiolar spasm. 


Case 2—Mrs. G. B., Norfolk General Hos- 
pital No. A97770, was a 27-year-old clinic 
patient, gravida iv, para iii, with known 
hypertensive cardiovascular disease. She had 
no prenatal care and was admitted in early 
labor with superimposed toxemia of preg- 
nancy. The membranes ruptured spontane- 
ously shortly after admission. Signs of con- 
gestive heart failure developed and rapid 
digitalization was carried out. An internal 
podalic version and extraction of the fetus 
was performed. Afterwards the patient was 
very restless and respirations were short and 
rapid. She became progressively worse and 
died about 11 hours after delivery in spite 
of medical treatment. Findings at autopsy 
were pulmonary edema and the character- 
istic glomerular lesions of toxemia. In addi- 
tion there were occasional clumps of squa- 
mous cells and large numbers of leucocytes 
in the pulmonary vessels. 
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Comment—This case is presented as an 
example of a lesser degree of embolization. 
Although the part played by the infusion of 
amniotic fluid in causing the patient’s death 
is difficult to assess in this instance, the prob- 
ability exists that ic was a contributing fac- 
tor. In any event the case demonstrates that 
amniotic fluid may enter the maternal cir- 
culation in amounts insufficient to cause 
immediate death. 


Case 3*—Mrs. R.O., Norfolk General 
Hospital No. B11047, was a 30-year-old 
clinic patient, gravida viii, para vi, who en- 
tered the hospital in early labor following 
premature rupture of the membranes 36 
hours earlier. Near the end of the first stage 
of labor she suddenly became dyspneic and 
apprehensive, after which she developed a 
violent chill. Delivery was accomplished 
soon thereafter. About 30 minutes follow- 
ing delivery she began to have excessive 
vaginal bleeding and soon went into pro- 
found shock, with unobtainable blood pres- 
sure and a pulse rate of 200 per minute. 
Examination revealed a cervical laceration 
with extension into the lower uterine seg- 
ment. The shock appeared greatly out of 
proportion to blood loss and, moreover, did 
not respond to massive blood replacement. 
The patient was taken immediately to the 
operating room and a hysterectomy per- 
formed. A retroperitoneal hematoma was 
present but there had been no hemorrhage 
into the abdominal cavity. Blood drawn for 
cross-matching failed to clot and it was also 
noted that there was oozing of blood from 
cut surfaces. The plasma fibrinogen level 
was determined to be only 140 mg. per cent 
after 4000 cc. blood had been given. Fol- 
lowing administration of one unit (2.42 
gms.) of fibrinogen coagulation took place 
normally and the blood pressure and pulse 
subsequently returned to normal. The post- 
operative recovery was uneventful. 


Comment—This case is interpreted as an 
instance of sublethal amniotic fluid embo- 


*A detailed analysis of this case is being reported 
elsewhere.!! 
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lism complicating rupture of the uterus. A 
number of cases of fatal amniotic fluid em- 
bolism have been reported in association with 
rupture of the lower uterine segment, thus 
establishing this type of rupture as one of 
the ways in which amniotic fluid may enter 
the maternal circulation." 

Case 4*—Mrs. D.H., Norfolk General 
Hospital No. B311141, was a 23-year-old 
private patient, gravida iii, para ii. She had 
an apparently normal labor and delivery but 
sustained a laceration of the vagina and also 
the cervix. After the lacerations were re- 
paired she continued to bleed heavily from 
the uterus and went into profound shock. 
Packing of the uterus did not control the 
bleeding. Because of difficulty experienced 
in cross-matching blood there was some de- 
lay in transfusing the patient. As the hem- 
orrhage was at this time uncontrollable she 
was taken to the operating room and a 
hysterectomy was performed. Prior to trans- 
fusing the patient the plasma fibrinogen 
level was determined to be only 110 mg. per 
cent. The shock was then successfully 
treated by transfusion and administration of 
fibrinogen. The following day the fibrino- 
gen level had risen to 230 mg. per cent. 


Comment—This case is also interpreted 
as an instance of nonfatal amniotic fluid 
embolism even though there was no apparent 
respiratory distress in labor. There was no 
evidence whatever of abruptio placentae, 
and the severe shock and fibrinogen defi- 
ciency cannot be accounted for by any 
known entity other than amniotic fluid in- 
fusion. 


Summary and Conclusions 

Amniotic fluid embolism (infusion) con- 
stitutes a serious hazard for the woman in 
labor. The clinical picture may vary from 
sudden death due to overwhelming pul- 
monary vascular obstruction to lesser degrees 
of embolization in which the most prom- 
inent manifestations are shock and defi- 
brination of the blood. 


~* am indebted to Dr. William P. Irvin for per- 
mission to report this case. 
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A series of case reports has been presented 
to illustrate the clinical range of the syn- 
drome. 

Physicians attending parturient women 
should be constantly alert to the possibility 
of infusions of amniotic fluid into the ma- 
ternal circulation, since by prompt recog- 
nition and treatment it may be possible in 
some instances to prevent a fatal outcome. 

Since the most constantly associated pre- 
disposing factor is tumultuous labor, it may 
be concluded that the chief hope of preven- 
tion lies in the control of such labor by 
sedative drugs—or perhaps at times even 
light ether anesthesia—and in the adherence 
to rigid criteria for, and extreme caution in, 
the use of pitocin stimulation. 

Treatment should be directed initially 
toward alleviation of the effects of acute 
obstruction of the pulmonary vascular bed 
and subsequently to correction of the fre- 
quently associated fibrinogen deficiency, the 
essential needs being, respectively, positive 
pressure oxygenation and administration 
of fibrinogen. Ancillary measures should 
include drug therapy (atropine, papaverine, 
aminophylline, etc.) to counteract pulmon- 
ary arteriolar and bronchiolar spasm, re- 
placement of blood when indicated, prompt 
treatment of associated conditions such as 
uterine and cervical lacerations, and addi- 
tional supportive therapy as required. 
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Estrogen Prevents Disease 


There is increasing evidence that estrogen, 
the female sex hormone, may delay or pre- 
vent hardening of the arteries and a bone 
disease in older women. 

Writing in the April 1st Journal of the 
American Medical Association, Dr. Joseph 
Rogers, Boston, said: “Increasing evidence 
suggests that prolonged cyclic estrogen ther- 
apy is indicated in at least some postmeno- 
pausal women in the hope of delaying or 
preventing atherosclerosis and osteoporosis.” 

Osteoporosis is defined as a generalized loss 
of bone mass affecting the spine most severe- 
ly which occurs in a small percentage of 
women after the menopause. The disease 
can be effectively treated with estrogen. 
Furthermore, studies have shown that the 
disease did not occur in women given estro- 
gen, indicating a preventive effect. 

There also is evidence linking decreased 
production of estrogen with the sharp rise 
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in incidence of hardening of the coronary 
arteries in women in their sixties. Other 
studies indicated a decreased incidence of 
hardening of the arteries in women receiv- 
ing estrogen. 

Preliminary observations suggest that 
there is considerable variation in the degree 
of estrogen deficiency in postmenopausal 
women. With further improvement of pres- 
ent techniques, it will be possible to select 
those women in whom estrogen replacement 
is clearly desirable. 

Dr. Rogers’ report also pointed out that 
the menopause may occur between 40 and 
§5 years of age but actually is occurring at 
progressively later ages, the current average 
being 49. 

With the rapid increase in life expectancy 
of women, the average woman can now 
expect to live at least 24 years after the 
menopause. 
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Menometrorrhagia Secondary to 


Panhematocytopenia Controlled by 


Norethindrone 


Case Report 


Experience with a new drug indi- 
cates that it may control uterine 
bleeding even when the underly- 
ing disease is unaffected. 


HAT IRREGULAR and profuse vag- 
inal bleeding may be the presenting 
symptom of a blood dyscrasia is well known. 
It has even been stated that this occurs in 
about 10% of females with blood dyscra- 
sias.. Treatment of this manifestation of 
the blood abnormality from the gynecologi- 
cal standpoint presents many difficulties. 
Medically such drugs as cortisone, vitamins 
C & K, Premarin®, calcium and parathor- 
mone, ergot, snake venom, antuitrin, and 
testosterone have all been tried without suc- 
cess; while surgically the gynecologist has 
employed dilatation and curettage, vaginal 
and/or uterine packing, intrauterine appli- 
cation of radium, ovarian irradiation and 
The following is a case report of possible 
drug induced panhematocytopenia with 
profuse and prolonged vaginal bleeding un- 
responsive to medical and surgical therapy 
until one of the newer progestational agents 
was used. 


Case Report 
F.P. (DPH 59-25920), a 45-year-old 
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F. T. GIVEN, Jr., M.D. 
H. E. MATTOX, M.D. 
Norfolk, Virginia 


white female, gravida II, para II, abortus O, 
was initially admitted to the gynecology 
service May 29, 1959, complaining that she 
had been having continuous, profuse, pain- 
less vaginal bleeding since April 22, 1959. 
Her last menstrual period was March, 1959, 
prior to which her menstrual periods had 
been regular every 28 days. There was no 
history of bleeding from other sites, but she 
had recently noted dizziness and exertional 
dyspnea. 

Past history revealed that she had had four 
previous DePaul Hospital admissions for cor- 
rection of bilateral varicose veins by ligation 
and stripping and for debridement and ex- 
cision of ulcerations of the legs with skin 
grafts to the affected areas. During her last 
hospitalization here, discharge occurring 
February 21, 1959, she had received tetra- 
cyline and chloramphenicol, the latter being 
given only during the last five days while in 
the hospital. Further operations included 
tonsillectomy and adenoidectomy, appendec- 
tomy, bilateral tubal ligation, several skin 
grafting procedures for correction of “birth 
marks” about the face and perineum and for 
an ulceration on the leg. 

On physical examination she evidenced 
marked obesity, hypertension (210/120), a 
waxy pallor, numerous scattered, pigmented 
proven seborrheic keratotic skin lesions, ex- 
otropia, multiple dental caries, cardiac en- 
largement and a Grade II precordial systolic 
murmur. The spleen was not felt, and there 
were no enlarged lymph nodes. On pelvic 
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examination a marked paleness of the vaginal 
mucosa was seen along with a small clean 
cervix through which bright blood was 
oozing. The uterus was normal, and the 
adnexae were without masses. 

The hemoglobin on admission was 3.7 
gms., hematocrit 11, WBC 3,650, RBC 1.19, 
polys 35, lymphs 65, platelets 17,850, retic- 
ulocytes 3.6, Lee-White clotting time 10’ 
15”, bleeding time 5 minutes. A catherized 
urinalysis contained four plus albumin and 
was loaded with RBC. Pap smear was Class 
II. The remainder of the laboratory studies 
were within normal limits. 

After hospitalization a medical consul- 
tant recommended immediate whole blood 
administration. Three thousand (3000) 
c.c. of blood was given, and the hemoglobin 
rose to 7.9 gms. and hematocrit to 21. The 
WBC remained low at 2,800 as well as the 
platelet count 2,700. Reticulocytes 0.3%. 
Sternal bone marrow aspiration revealed 
severely hypoplastic marrow with panhema- 
tocytopenia. 

The patient was transferred to the med- 
ical service where despite intravenous Pre- 
marin vaginal bleeding persisted. Many units 
of fresh whole blood were administered 
along with vitamins and intra-muscular iron 
without correction of the persistent dyscra- 
sia. Steroids (dexamethasone 6 mg./day) 
were also given without success. All blood 
studies continued to reveal low hemo- 
globin and hematocrit values as well as low 
platelet and white blood counts. An endo- 
metrial aspiration biopsy revealed chronic 
endometritis. Bleeding continued, and a di- 
latation and curettage was done June 23, 
1959, without definite intrauterine abnor- 
malities being found: pathological diagnosis 
again being chronic endometritis. Blood 
loss at the time of surgery was minimal. 

Postoperatively oral Premarin (1.25 mg./ 
day) was started and increased in seven days 
to 2.5 mg./day because of profuse vaginal 
bleeding. Prednisone® therapy was started 
and administered in decreasing doses. Blood 
was then withheld to allow the bone marrow 
to regenerate; however, with the heavy 
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vaginal bleeding the hemoglobin slowly fell. 
Acute cystitis and pyelitis developed on July 
8, 1959. 

On July 12, 1959, nineteen days after 
institution of Premarin, Norethindrone 20 
mgs./day was started. Subsequently, except 
for intermittent mild spotting no further 
vaginal hemorrhage occurred. The patient 
did develop urinary incontinence with 
marked hematuria in association with hema- 
temesis. Repeat bone marrow studies con- 
tinued to evidence markedly hypoplastic 
bone marrow with panhematocytopenia, 
and the peripheral blood smear was consis- 
tent with this. Intermittently more whole 
blood was administered, and tranfusion re- 
actions occurred. Hematuria increased. 
Temperature began to rise August 4, 1959, 
and remained elevated until demise. Mul- 
tiple antibiotics were utilized without ben- 
efit. The patient continued to complain of 
severe intermittent suprapubic pain in as- 
sociation with the hematuria. Norethindrone 
was continued, and no vaginal bleeding was 
noted. On August 12, 1959, after a total 
of 20,500 c.c. of whole blood the patient 
expired. 

At autopsy the right renal pelvis and 
bladder were filled with blood, and on mi- 
croscopic examination hemorrhagic and 
necrotizing pyelitis associated with necro- 
tizing cystitis was observed. The stomach 
and intestines also contained a large amount 
of blood. In contrast the uterine cavity was 
empty, the endometrium appearing pink, 
soft and velvety. A 2 cm. posterior wall 
submucosal myoma was found along with 
several smaller subserosa! nodules. The en- 
dometrial stroma was markedly swollen, 
composed of pseudo-decidua; while there 
was necrosis with hemorrhage within the 
small myoma. A 6 x 4 x 3 cm. hemorrhagic 
corpus luteum of the right ovary was also 
noted. 


Discussion 


Our case serves to reiterate the point that 
patients with abnormal uterine bleeding still 
need a good blood smear, a fact which has 
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often been emphasized but frequently over- 
looked.**” Blood dyscrasias are idiopathic or 
secondary to chemicals or drugs, which this 
case may be. As more new drugs are used, 
we may encounter more cases of panhema- 
tocytopenia due to idiosyncrasies. The treat- 
ment of this abnormality poses many prob- 
lems. Although our patient finally suc- 
cumbed as a result of the hemorrhagic dia- 
thesis from many systems other than the 
genital, there is a possibility that with some 
patients the main problem may be one of 
uterine bleeding; and if this can be con- 
trolled by the newer more potent proges- 
tational agents, then the patient may need 
fewer transfusions; and there is a possibility 
that life may be prolonged. 

In reviewing the literature there were 
only a few sporadic cases reported concern- 
ing the treatment of uterine bleeding in 
patients with panhematocytopenia,**” and 
all methods seem unsuccessful except for an 
occasional patient who survived for several 
years following hysterectomy.*” It is pos- 
sible that abnormal uterine bleeding does not 
occur frequently in panhematocytopenia. 
In a careful study of patients in a large 
hematology clinic there was only one case 
out of fifteen with panhematocytopenia 
who had hypermenorrhea as compared with 
eleven cases out of forty-five with thrombo- 
cytopenic purpura.” 

Since in our case the uterine bleeding 
could not be medically controlled, we felt 
that the mere fact that a blood dyscrasia was 
present did not preclude uterine pathology. 
Therefore, our patient had a dilatation and 
curettage with no abnormal gross findings 
being noted. This fact initially was in con- 
tradistinction to the feeling of Barnes that 
there are local pelvic organic findings caused 
usually by the coagulation defect sufficient 
to explain the uterine bleeding. At autopsy, 
however, a small necrotic hemorrhagic my- 
oma and a persistent hemorrhagic corpus 
luteum was found. Despite these unsus- 
pected findings the Norethindrone was 
effective to control bleeding from the re- 
sponsive endometrial lining. 
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There have been no references available 
concerning a similar use of these compounds 
except in a discussion of a paper on the 
progestational 19-nor steroids, Ross'’ stated 
that their clinic had very satisfactory ex- 


Fig. 1. Endmetrium at the time of curettage. High pow- 
er view showing a gland without evidence of secretory 
activity and some lymphocytic infiltration. This was 
interPrete@ as chronic endometritis. 


Fig. 2. End metrium at autopsy. Low power view in 
which the luxurious growth of pseudo-decidua in re- 
sponse to Norethindrone is evident. 


Fig. 3. 
trating the secretory activity. 


High power view of endometrial gland _ illus- 
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periences with these drugs in two instances 
of young girls with vascular hemophilia. 
We report this case to show the hemo- 
static endometrial response which we were 
able to obtain in a patient with a blood 
dyscrasia by the use of a Progestin, Nore- 
thindrone. It is hoped that our experience 
may serve to assist other gynecologists who 
are called to treat patients with similar prob- 
lems. Indeed, it would be helpful if uterine 
bleeding due to blood dyscrasias could be 
controlled by this medical method rather 
than by surgery in these poor risk patients. 


Summary 


A case is reported of a patient with pan- 
hematocytopenia with persistent and pro- 
fuse uterine bleeding treated with Norethin- 
drone resulting in a complete control of 
uterine hemorrhage until demise. 
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Gallstones Not Related to Gallbladder Cancer 


Cancer of the gallbladder is not related 
to the presence of gallstones, a study has 
indicated. 

Four researchers, writing in the May 6th 
Journal of the American Medical Associa- 
tion, said the incidence of cancer in the 
presence of gallstones was only 1.2 per cent 
in a series of 1,396 patients whose gallblad- 
ders were removed. The incidence of cancer 
in the absence of gallstones was 2.2 per cent. 

“There is no significant statistical differ- 
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ence between the incidences with and with- 
out stones.” 

The incidence of cancer in the series was 
1.4 per cent and the incidence of gallstones 
was 86.9 per cent. 

Authors of the article are Herbert Der- 
man, M.D.; David S. Gerbarg, M.D.; James 
H. Kelly, D.P.H.; Stephen Pauker and Je- 
rome Singer, City of Kingston Laboratory, 
Kingston, N.Y. 
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ODE TO A YOUNG GYNIATRICIAN 
T. Stacy Lioyp, Jr., M.D. 


Young Man, ere you hang your shingle 
Harken to a word or two; 

Though I have not all the answers, 
Listening may be good for you. 


When you ponder painful pelves, 
Though gynecic be the cause, 

Do not dwell on things organic— 
Search the psyche, too, for flaws. 


Ape you not the Cervix-Tweaker, 
Leaving long his trail of scars; 
All the better obstetricians 
Are the ones with long cigars. 


Do you see the Wanton Wedgeman 
Whittling ovaries on the fly? 

How he leaps to whack their cysts out 
Ere they vanish by-and-by! 


When you meet with retroversions 
For Kelly-Simpsons do not thirst; 

Ninety-nine per cent are harmless— 
Treat them with a pessary first. 


Do not call your life’s best interest, 
Muscularity though she lack, 

A “constipated female biped 
With a misery in her back.” 


When consulting with a colleague 
Rankle not if he dissent; 

Let each man his own opinion 
Foster, nurture, and present. 


Cling not fast to any dogma 
Else Monday’s right be Tuesday’s wrong; 
Bigots have no place in Healing— 
Through your equity be strong. 


Do not shirk your civic duties 
Narrow-minded lest you get— 
Give your time and substance freely, 

Deeds from thinking to beget. 


Balance ouz your sense of values— 
God, State, country, children, wife, 
Practice, hobbies, recreation— 
Get the uttermost from life. 


1200 Prince Edward Street 
Fredericksburg, Virginia 
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Pre-Paid Medical Care.... 


The authcr of this editorial, Dr. Robert L. Schaeffer, has served The Allentown 
Hospital in Allentown, Pa., for more than half a century as assistant surgeon, anes- 
thetist, surgeon-in-chief and, since 1924, as chief of staff. He was graduated from the 
University of Pennsylvania Medical School in 1908. Highly respected and well-known 


Edited by 
RICHARD J. ACKART, M.D. 


throughout Pennsylvania, he is a former president and now a trustee of the Medical 
Association of Pennsylvania and former President of the Lehigh Valley Medical Asso- 
ciation. This editorial about hospital usage is reprinted with his permission and that 


of THE JOURNAL of the Allentown Hospital. 


A Word to Doctors—From a Doctor. 


ROBERT L. SCHAEFFER, M.D. 


Allentown, Pennsylvania 


Thirty or more years ago, a group of low 
income teachers, in Texas, realized that they 
needed some plan of prepaid hospital and 
medical care. 

The idea spread rapidly, and today almost 
57 million people in the United States and 
Canada are covered by Blue Cross, for hos- 
pital bills. And Blue Shield, for doctor bills, 
has 47,000,000 members. 

These prepaid plans spread rapidly be- 
cause there was no other plan or any kind 
of insurance to provide the same or as great 
benefits. Blue Cross and Blue Shield plans 
believe that health care financing, organized 
as a community service and not for profit, 
is in the best interest of subscribers, doctors, 
hospitals and the general public. 

The goal of these plans is service, rather 
than profit. The concern is protection, 
rather than cost. Should Blue Cross and Blue 
Shield ever fail, in my opinion, there will be 
Government control of medicine. 

Hospitals and the doctors can prevent 
their failure by curtailing the costs of hos- 
pital and medical care by adhering to the 
following Don’ts: 


1. DON’T put a patient in a hospital bed 
just because he wants to be there or be- 
Cause it is more convenient for the doc- 
tor to have him there. 
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2. DON’T order expensive services that 
are not really needed just because the 
patient thinks he needs them and they 
won’t do any harm—and, besides, he is 
covered by insurance. 


3. DON’T order a patient admitted on 
Saturday when nothing is going to be 
dene for him until the doctor visits him 
Monday. In this respect, pre-admission 


laboratory testing would be very help- 
ful. 


4. DON’T have a patient put in a hospital 
bed purely for diagnostic purposes that 
can be accomplished as easily or better 
in the out-patient department or the 
office of a specialist. 


5. DON’T hold up a patient’s discharge 
because of his family’s convenience or 
for some other relatively unimportant 
reason. 


It is quite easy, of course, to tell a doctor 
what not to do. There are pressures upon 
him from his patients. The doctor is in 
business for himself and unless his patients 
like him they will choose another physician. 
But until better public attitudes are adopted 
by many doctors we are not even going to 
get our feet wet in reducing or holding the 
line in the costs of health care. 

It requires a strong professional con- 
science on the part of the physician to resist 
pressures by the patient. 

Hospital administrators must rely on you 
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to forestall unreasonable demands. Explain 
to the patient that, either through igno- 
rance or indifference, he is acting against 
his own ultimate self-interest by raising 
today’s hospital costs even higher. 

Point out to him that by taking up a 
hospital bed unnecessarily he may prevent 
the admission of someone who is critically 
ill, and that some day the tables might be 
turned on him. 

Appeal to his pride by pointing out that 
by calling upon a hospital for unnecessary 
service, he is really asking someone else to 
shoulder his bills, since hospital and insur- 
ance rates are based on over-all expenditures. 

A progressive step by Blue Cross has been 
the introduction of its Co-Pay Comprehen- 
sive contract, based on the co-insurance 
principle. (I know something about these 
things because I serve on a Blue Cross Board 
of Directors.) 

This agreement with the subscriber, di- 
rected in part toward eliminating unwise 
hospitalization, offers the highest in in- 
patient benefits as well as out-patient diag- 
nostic service but does require hospitalized 
patients to pay a modest daily payment out 
of their own pockets. There is nothing so 
effective in cutting down unneeded occu- 
pancy of hospital beds as placing some of 
the financial responsibility on the patient. 

The function of the hospital in the com- 
munity is, of course, to take care of sick 
people when they are sick enough to require 
hospital care. Hospitals are primarily serv- 
ice institutions and the ace in the hole that 
hospitals have is that there always will be 
hospitals. They may be financed or organ- 
ized in some other way than now, but they 
will always be here. 

Blue Cross, however, is a secondary com- 
munity service organization solely for the 
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purpose of perfecting the voluntary method 
of financing hospital care. 

Blue Cross is not an insurance company. 
It uses some of the averaging principles of 
insurance but it is not insurance as such. Its 
purpose is still what it originally was—to 
provide a voluntary means for a whole com- 
munity to finance hospital care for the 
whole community. The fact that we have 
not yet reached the ideal or the ultimate 
does not invalidate the objective. 

We should not run away from the fact 
that Blue Cross is “social” insurance. Social 
insurance is a nasty word in many circles, 
but we cannot run away from it because 
it is the nature of the problem. 

The object of all of us—doctors, hospitals 
and Blue Cross—is not to preserve hospitals 
and Blue Cross. It is to promote the health 
of the people. 

There are factors which affect the cost 
of medical care that cannot be controlled 
by Blue Cross, Blue Shield, hospitals or doc- 
tors. One of these is medical progress. New 
techniques, new methods, new equipment, 
and the use of special services—all the serv- 
ices the public wants and demands—have 
to be provided within reason. Blue Cross 
and Blue Shield want to provide them and 
the subscriber ultimately has to pay for 
them. 

May I ask the hospitals and the doctors 
not to abuse Blue Cross and Blue Shield 
so that these plans can continue providing 
all the hospital and medical services at a 
cost which the public can afford? 

Editor’s Note: The Co-Pay Contract of the Al- 
lentown Plan provides for payment by the patient 
of $5 per in-hospital day to a maximum of 15 days 
per year. First offered in April of 1959, it is avail- 
able to subscribers on an individual option basis; 


currently 9% of the Plan’s enrollment is under this 
Contract. 
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Public Health .... 


Air Pollution Challenges Virginia 


Air pollution problems have existed in 
Virginia for a number of years, and may be 
expected to increase as time passes for a 
variety of reasons. Let us examine what 
facts are available to us: 

First, there are the factors of weather and 
topography. 

There is, centered over North Carolina, 
a large area which is subject to persistent 
periods of stagnation and thermal inversion. 
During such periods, the capability of the 
atmosphere to disperse and dilute air con- 
taminants is virtually destroyed. The longer 
the stagnation period lasts, the greater is 
the concentration of air pollutants held 
down over the entire area. 

It is true that high stagnation periods 
occur most frequently south of our borders. 
However, the Danville and Bristol areas 
have frequent stagnations; Richmond, 
Lynchburg and Roanoke fairly frequently; 
and even Metropolitan Washington has 
them occasionally. 

Since last August, there have been five 
stagnation periods, lasting four days or 
more, covering much of Virginia. 

Much of our State is hilly or mountainous 
with many communities located in valley 
bottoms. Such communities are subject to 
pronounced nighttime thermal inversions. 
In the evening hours, the air at the top of 
the valley becomes cooler and, therefore, 
heavier than the air at the floor of the valley. 
Consequently, this cool air flows down slope 
to the valley floor, forcing the warmer air 
to the top. This layer of warmer air acts 
as a lid to hold air pollutants low in the val- 
ley until the rising sun again warms the 
valley floor. Obviously, the deeper the val- 
ley, the longer this condition persists. 

Virginia communities already plagued 
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MACK I. SHANHOLTZ, M.D. 


State Health Commissioner of Virginia 


with this “‘valley effect” include Lynchburg, 
Bristol, and Covington. Nocturnal inver- 
sions occur anywhere in Virginia, with or 
without the valley effect. During the fall, 
winter, and spring months, this is a regular 
occurrence in Richmond, for example. 


A great proportion of our population is 
located on or near the seacoast in our Tide- 
water and Peninsula areas. Here the so- 
called “sea breeze effect” can complicate 
the air pollution situation. Cool sea breezes 
can displace upward the heated air mass 
over the land. The warmer air mass then 
acts as a lid to hold air pollutants low over 
the heavily populated areas. 

In Virginia, we have five metropolitan 
areas—W ashington, which includes the Vir- 
ginia communities of Fairfax, Arlington and 
Alexandria; Norfolk, with Portsmouth, 
South Norfolk, Norfolk County, and Prin- 
cess Anne County; Newport News, with 
Hampton and York County; Richmond, 
with Henrico and Chesterfield Counties; 
and Roanoke, with Salem and Roanoke 
County. Lynchburg, with Campbell, Am- 
herst, and Bedford Counties must soon be 
included in this list. All of these areas are 
experiencing phenomenal growth — more 
people, more automobiles and trucks, more 
industries, more fuel burned, and an ever- 
increasing burden of pollution on the local 
air resources. Time is running out in these 
areas unless public and governmental efforts 
to conserve our atmospheric resources are 
stepped up soon. 

Air pollution problems are not restricted 
to large urban centers. Even rural areas can 
have their troubles. 

Some of our communities have made a 
beginning in control of their air pollution 
problems by enactment of ordinances. Some 
of these political subdivisions have some de- 
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gree of enforcement of their ordinances. 
The general situation is a long way from 
ideal for the following reasons: 


1. Those which are members of an ur- 
ban complex are trying to carry on a 
program by themselves. This is not con- 
sidered practical. Air pollution does not 
respect political boundaries, particularly 
during times of stagnation or inversion. 
It is entirely possible for good control to 
be exercised in one jurisdiction, and have 
the benefits almost completely negated by 
lack of control in the neighboring juris- 
dictions. The solution lies in the forma- 
tion of air pollution control districts en- 
compassing entire metropolitan areas. 
This however—and this is very important 
—would require enabling legislation by 
the General Assembly. 

2. Present local programs consists al- 
most entirely of smoke control measures. 
Some control is exercised over the quality 
and efficiency of fuel burning equipment. 
Inspections of stack emissions are made 


only by visual means using the Ringelman 
Chart. 


The Virginia Department of Health rec- 
ognized several years ago that air pollution 
control services based almost entirely on 
visual inspection were unfair, on occasion, 
to both complainer and alleged air polluter. 

Therefore, it was resolved to build up a 
capability so that complaint situations could 
be studied over a significant period of time 
and with reasonable scientific validity. 

Accordingly, a few instruments were 
purchased, including some continuous, au- 
tomatic air sampling devices. 

With this beginning, a total of five par- 
tial community air pollution studies were 
completed. The competence and value of 
these studies increased markedly as more ex- 
perience was gained. 

Experience in Virginia has shown the fol- 
lowing: 

1. Industry will cooperate with a rea- 
sonable public effort for air pollution 
control. The types of industry we should 
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try to attract would prefer to come in 
under a reasonable existing program than 
take a chance on an uncertain future. 


2. Industries may be wrongly accused 
of causing local problems. A well-staffed 
and equipped public agency can arrive at 
the truth in such cases, perhaps prevent- 
ing lawsuits and preserving jobs. 

3. There are reasonabie means of cor- 
rection for most air pollution problems. 


Unfortunately, a current lack of funds, 
trained personnel, and statutory authority, 
together with new responsibilities in other 
fields, have necessitated curtailment of 
State-level air pollution control activity. 

For the future, the following steps are 
necessary if Virginia is to meet the air pol- 
lution challenge: 


1. There must be State legislation with 
these provisions: 


a. Designate the State Health De- 
partment as the official air pollution 
control agency for Virginia with power 
to promulgate minimum rules and reg- 
ulations for the entire State. 

b. Enable formation of air pollution 
control districts in local areas at local 
discretion. Such districts should com- 
prise any combination of cities, towns, 
and counties as dictated by local con- 
ditions. Government of each district 
should be by a board with representa- 
tion from each political subdivision in- 
volved, with the State Commissioner 
of Health or his deputy as chairman 
ex-officio. 

c. Establish the State agency as ad- 
visor and technical assistant to the local 
districts, and as the control authority 
in areas having no local district. 


2. At the local level, air pollution con- 
trol districts should be formed after local 
technical studies have shown that a need 
exists. 

3. At all levels, there must be a thor- 
ough public education effort. Industry 
especially must learn to understand that 
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an intelligent and reasonable air pollution 

control program is to its eventual advan- 

tage rather than disadvantage. 

All agencies of the State Government 
render tax-paid public services as demanded 
by the citizens of Virginia through their 
elected delegates and senators in General 


Assembly. Up to now, no citizens’ group 
has made a real effort to have a State air 
pollution control agency established. Until 
such an effort is made, and succeeds, the 
State Health Department is almost power- 
less to proceed with what so sorely needs 
to be done. 


MONTHLY REPORT OF BUREAU OF COMMUNICABLE 
DISEASE CONTROL 


Bracelloss 
Diphtheria 

Hepatitis (infectious) 
Measles 
Meningococcal Infections 
Aseptic Meningitis 
Poliomyelitis 

Rabies (in animals) 
Rocky Mt. Spotted Fever 


Streptococcal Infections __- 


Tularemia 
Typhoid 


Jan.- Jan.- 


May May May May 
1961 1960 1961 1960 


2 2 5 13 


7 5 2+ 31 
3 0 4+ 0 

0 0 0 0 
16 12 124 116 
5 2 3 2 
539 451 3114 3445 
0 2 + 22 

0 0 1 3 


Heart Victims Lead Productive Lives 


The vast majority of persons with heart 
disorders can be returned to happy, produc- 
tive lives. Writing in the April 15th Jour- 
nal of the American Medical Association, 
Dr. Louis B. Newman, Chicago, said prog- 
ress in education of the public and advances 
in medical research have made rehabilitation 
possible but anxiety still is a hindrance. 

“Even though most persons with heart 
disorders are willing and able to work, many 
are unemployed—not on account of their 
heart disease, per se, but as a result of ap- 
prehension, anxiety, and fear brought about 
by ill-advised, unnecessary activity restric- 
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tion, misunderstanding, and lack of orien- 
tation regarding their disease.” 

“Whether at home or on the job, there 
must be a safe activity level for the patient. 

“Special concessions or sympathy should 
have no place in the life of the cardiac pa- 
tient. The proper occupational activity in 
most cases will not lead to progression of 
the heart disease or deterioration of the work 
capabilities of the person. On the contrary, 
many of these individuals show improve- 
ment while in an employed status.” 

Dr. Newman is chief of the physical 
medicine and rehabilitation service, Veterans 
Administration Research Hospital. 
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Mental Health .... 


Gains in Outpatient Psychiatric Services 


According to a report in the November 
1960 issue of Public Health Reports, Mental 
Hygiene Clinics in the United States have 
increased both in the number of clinics and 
the number of professional man hours per 
100,000 population in the five-year period 
1954 to 1959. 

The increase in the number of clinics 
was 200, about 16% in the five-year period. 
The professional man hours increased about 


EDNA M. LANTZ 


an increase of about 26% over the 1954-55 
period. 

The number of clinics operating in 1959 
was 1,429. Fifty-one of these did not report 
man_ hours. 

It is interesting to note in the report that 
Virginia made excellent progress during the 
five-year period. The number of profes- 
sional man hours was 4,695, an increase of 
about 55°. for 1959 over the 1954 period 
with an increase of about 53% in the rate 


RANK ORDER OF STATES ACCORDING TO NUMRER OF SCHEDULED PROFESSIONAL MAN-Howurs PER WEEK 
In Outpatient Psycuiatric Ciinics ror Eacu 100,000 PopuLation, 1959 


Number 

| Man-Hours 

Rank Strate! Per 100,000 

| Population 

1 | District of Columbia ‘| 574 
2 New York. 375 
3 | Massachusetts. . . 372 
4 | Connecticut.... ree 268 
5 Kansas..... 247 
6 Colorado. .. 218 
7 Hawaii....... 193 
Illinois. . 191 
9 Maryland....... 172 
10 Rhode Island. . 170 
11 Pennsylvania. . . 165 
12 California. .... 158 
13 151 
14 Ohio..... 139 
15 Vermont... 138 
16 Delaware 135 
17 New Jersey 125 
18 Virginia 121 
19 Florida a 120 
20 | Nevada 120 
21. Missouri 112 
22. Michigan | 109 
23 | Louisiana | 108 
24 | New Hampshire | 104 
25 | Minnesota 98 
26 | Washington | 92 


Number 

Man-Hours 

Rank Strate! Per 100,000 

Population 
27 | Utah S4 
28 | lowa 8O 
29 | North Carolina 80 
30 | Tennessee..... 78 
31 | Indiana. .. ee 76 
32 | Wisconsin nee 73 
33 | Nebraska... . 72 
34 Arkansas... P 69 
35 South Dakota.... 67 
36 Oregon : 66 
37 | Oklahoma. . : 54 
38 | Texas 50 
39 Arizona.... 45 
40 | Alabama..... a 43 
41 West Virginia 41 
42 | Maine 38 
43 | Georgia... ee 36 
44 | Kentucky.. ne 35 
45 | Montana... stanton 35 
46 South Carolina.... Serene 33 
47 | Puerto Rico... 28 
48 North Dakota.... 25 
49 | Mississippi.......... 18 
51 Wyoming....... Ph 15 
52 New Mexico....... 14 


'Exeludes Virgin Isl: wide population estimate not available. 


37° per week. The professional man hours 
per 100,000 population was 145 for 1959, 


M. Lantz, Statistician, Department Mental 
Hygiene and Hospitals, Richmond, Virginia. 


Approved for publication by Commissioner, De- 
partment Mental Hygiene and Hospitals. 
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to general population. Virginia increased 
at a slightly better rate than the national 
average. 

Virginia ranked 18th in the number of 
man hours per 100,000 general population. 
The Public Health Reports published the 


429 


i ’ 
= 
= 
5 
~ 


preceding tables showing the rank of states, 
including District of Columbia and Puerto 
Rico. 

The recently released report of ““The Joint 
Commission for Mental Health and Illness” 
recommends that community mental health 
services be doubled in the next five years and 
tripled in the next 10. 

Because of Virginia’s favorable ranking 
this rapid expansion may not be necessary 


but certainly some definite growth of the 


Mental Hygiene Clinic program should be 
anticipated. 


REFERENCES 


U.S. Department of Health, Education, and Welfare, 
Public Health Service, Public Health Reports 
75: 11, November 1960—Pages 1092, 1093, 
1094. 

Action for Mental Health—Report of Joint Commis- 
sion on Mental Illness & Health—Basic Books, 
Inc., N.Y. 


Lefties Should Not Change 


Once a child has indicated he is left- 
handed he should be encouraged to develop 
his left-handedness. He should not be 
prodded into becoming right-handed or 
ambidextrous. This is the consensus of a 
number of experts quoted in an article in 
the April Today’s Health magazine, pub- 
lished by the American Medical Association. 

During thé first months of life, babies are 
impartial in the use of their hands, accord- 
ing to Dr. Arnold Gesell, a child-develop- 
ment authority. However, if at any time 
between 18 months and five years, your 
child shows a definite preference for his left 
hand you should make no attempt to force 
him to use his right hand.” 

Forcing him to make this change can 
cause an emotional disturbance, according 
to Dr. Kurt Rawitt, a psychiatrist. “On an 
anatomic level, forcing your left-handed 
child to switch his hand preference can lead 
to awkwardness, poor muscle coordination, 
slowness in thinking, mutism or delayed 
speech, stuttering . . . and difficulties in 
writing and reading. Furthermore, you can 
provoke your child, through conflicts, into 
becoming emotionally affected. ... In gen- 
eral, he may become fearful, insecure, and 
unhappy.” 

There are at least two schools of thought 
on why a child is left-handed. The minority 
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view is that the preference is psychological. 
However, most psychiatrists subscribe to a 
biologic or anatomic explanation. “Their 
explanation has been based upon the idea 
of cerebral dominance. All of us, they say, 
have a favored side—hand, eye, foot—con- 
trolled by the opposite side of the brain (the 
dominant cerebral hemisphere) .” 

Mixed dominance, or confused sidedness, 
is the main concern of physicians of the 
anatomic school today. In the last few years, 
scientists have discovered that it is the mixed 
dominant children who have the highest 
percentage of stutterers, retarded readers, 
and defective writers. Conversely, the cli- 
nicians have come up with evidence that, 
among southpaws, non-stutterers and good 
readers and writers are strong lefties with a 
clear-cut sidedness. 

“Most experts . . . believe that develop- 
ing strongly left-handed children is so im- 
portant that a parent should have clinical 
guidance from a pediatrician.” 

“A psychiatrist should be consulted in 
case there are seeming emotional problems 
in raising your lefty. Either of these authori- 
ties should be able to weed out those children 
who are only psychological lefties, or help 
you guide your child to healthy leftiness.” 

The article was written by Jack Kaplan. 
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Miscellaneous.... 


Professional Immunity 


Recentiy, a law that grants professional 
immunity to physicians who give first aid at 
the scene of an accident went into effect 
in California. The new law provides: 

“No person licensed under this chapter 
(Business and Professional Code) who in 
good faith renders emergency care at the 
scene of an emergency shall be liable for any 
civil damages as a result of acts or omissions 
by such a person in rendering emergency 
care.” 

What can happen in Massachusetts? Any 
physician, resident or not, can render first 
aid to those accepting it, or in a condition 
unable to refuse it. He can expect to get 
paid for it. He can expect Massachusetts 
courts to help him get paid. But whether 
he charges or not, the physician can be held 
liable for any civil damages arising out of 
his contact in that incident. 

It is very difficult for a physician, particu- 
larly if he has his bag with him, to keep on 
going when he sees torn bodies or the likeli- 
hood of a medical need on the road. The 
story of the good Samaritan has conditioned 
most of us. What man, medical or not, does 
not want to be a neighbor and offer his serv- 
ices when there is suffering or distress? But 
the injured and their distraught companions 
are not always men of good will. Faced with 
unexpected and burdensome bills, they may 
cast about for ways to raise some money. 
Although a mechanic can put on a tourni- 
quet inexpertly and cause more bleeding, or 
compound a simple fracture in his enthu- 
siasm to be of assistance, he will not be held 
liable for his mistakes. However, if a phy- 
sician in all innocence and compassion gives 
a dose of morphine in a chance emergency, 
and the patient happens to be allergic to it, 
he can be sued for malpractice. If the pa- 
tient happens to die at the precise moment 
of any physical contact, the physician may 
be put in a bad light. 
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Absurdities have happened, too, and to 
one of us. Having come upon a motorcycle 
accident involving fractures of the legs, the 
physician properly prepared the victim for 
transportation and accompanied him to the 
nearest hospital. This turned out to be an 
institution completely devoid, at that hour, 
of its own medical personnel. So, the man’s 
fractures were reduced, casts applied, and 
he was made comfortable for the night. It 
was quite upsetting, no doubt, to the book- 
keeping department of that hospital to find 
that the patient was without funds or in- 
surance. But it was a real jolt to the phy- 
sician when he got the patient’s bill from 
that hospital. Now the law says that who- 
ever seeks medical aid for another is liable 
for that bill. It would have made an inter- 
esting court case if the hospital had found 
it necessary to press its charges. 


Remain Incognito 


It might be wise legally, when a physician 
looks in on an accident case, to remain in- 
cognito and to go his way after he has rea- 
sonably satisfied himself that no serious 
emergency exists. A free flow of air should 
be verified and a free flow of blood should be 
stopped, of course. Any physician should risk 
the likelihood of suit in life or death cases— 
in most instances. 

An interesting side observation is perti- 
nent to this fortuitous appearance at an ac- 
cident. Perhaps the physician does not have 
his bag with him. Perhaps he is barely able 
to stand up from fatigue or the flu. Perhaps 
it isn’t much of an accident anyway, but the 
police spot his caduceus on the car and prac- 
tically commandeer his services. How can 
the MD refuse in front of a couple of hun- 
dred bystanders and a few newspaper men? 
How much good does that physician’s sign 
on the car do anyway? It doesn’t necessarily 
let him drive any faster, park any handier 
or advertise him anymore favorably. But it 
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may highly inconvenience him at some al- 
leged emergency. 

California’s new law does not define the 
word emergency. In order to establish some 
formal precedent in print for the benefit of 
Massachusetts physicans, Massachusetts Phy- 
sician has defined it as a situation where life 
is endangered—or where there is need for 
the prevention of irreparable developments. 
(Nov. 1954, p. 48) 

California, with its accentuated traffic 
problems, has no doubt found it necessary, 
from experience, to enact its new law. Must 


Massachusetts physicians be sued first before 
requesting protective legislation? Can civil 
problems he anticipated and _ provisions 
made for them as for traffic problems? We 
go into near bankruptcy building safe new 
roads to provide for the traffic expected in 
the years to come. On the other hand, a 
physician can go into bankruptcy right now 
if he is sued in the pursuit of being a good 
Samaritan. 


This Editorial appeared in the November 1960 is- 
sue of Massachusetts Physicians and is reprinted with 
the permission of the Editor. 


New, Killed Poliovirus Vaccine 


A new, purified and concentrated killed 
poliovirus vaccine has proved 98 per cent 
effective in a group of 53 children, mostly 
infants, it was reported in the May 6th 
Journal of the American Medical Associa- 
tion. 

The study indicates that the new vaccine 
(Purivax) can provide satisfactory immu- 
nity against all three poliovirus types in over 
90 per cent of persons with two injections 
given one month apart. 

The Salk vaccine given to a control group 
of 41 children of comparable age produced 
immunity in 76 per cent. 

The study was reported by Drs. Carl 
Weihl, Cincinnati; David Cornfield, Phila- 
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delphia; Harris D. Riley, Oklahoma City; 
Nancy Huang, Philadelphia, and Henry 
Cramblett, Winston-Salem, N.C. 

The new vaccine appears to fill the im- 
portant public health need for an agent 
which will consistently, rapidly, and safely 
immunize nearly all recipients against all 
three poliovirus types. 

Although the presently available Salk 
vaccine has a high level of effectiveness, the 
problem of controlling polio is “unfinished 
business”. There still remains much room, 
not only for improving the utilization of 
the vaccine, but also for improving the 
efficacy of the vaccine itself, moving toward 
an ideal of 100 per cent efficacy. 
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Cwnrent 


KEOGH BILL: The House has passed H.R. 10, which would bring substantial tax re- 
lief to self-employed persons. Recent reports out of Washington indicate, however, 
that the bill will probably encounter strong opposition in the Senate. Twice before, in 
1958 and 1959, similar proposals died in the Senate. H.R. 10 would permit profes- 
sional men, small businessmen, farmers and certain other self-employed taxpayers to 
defer paying income tax on as much as $2,500 a year income providing this money 
is set aside in specified types of retirement plans. 


KING BILL: Hearings on H.R. 4222 are now expected to begin sometime between 


July 10 and the end of the month. It is believed that nearly all state medical societies 
have requested permission to testify in opposition to the bill. 


COST UNDERESTIMATED: Social Security planners of the King bill have appar- 
ently decided that their original estimates of the cost of nursing home benefits were 
“unrealistically low”. According to the Wall Street Journal, a new cost analysis has 
been made and there is talk of cutting nursing home benefits from the proposed max- 
imum of 180 days to no more than 30 days. The original cost of nursing home care 
under the program was $9 million dollars for the first year. The new analysis raises 
the cost to somewhere between $25 million and $255 million. 


The report of the hedging on the cost of the program again underscores the unpre- 
dictability of expenditures under a vast medical care program tied to the Social Sc- 
curity system. 


BRITISH HEALTH SERVICE: An Associated Press feature story on the British 
Health Service reported that Britain is paying 2.42 billion dollars a year for the serv- 
ice—considerably mre than double what it cost in the first twelve months after its 
introduction in 1948. The article stated that British Treasury officials “clutch their 
smelling salts” every time they look at the “staggering cost” of the program. 


DID YOU KNOW? More than 40 Civil War veterans passed their 100th birthday, 
and the oldest lived to be 117. 


Half of all teenage deaths are now caused by accidents. 


Java, with a population of 1,000 to the square mile, has always been considered one 
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of the most densely populated areas in the world, while Pakistan, with a 24 per cent 
population increase: in. the past ten years, now has 1,760 persons to the square mile. 


HOME STUDY COURSE: The Board of Trustees of AMA has endorsed a joint proj- 
ect with the University of Chicago to prepare and present a home study course en- 
titled “Legal Problems in the Practice of Medicine”. AMA regards this course as a 


means of providing the physician with an opportunity to acquire some knowledge of 
the principles and operation of American law as well as the interrelationships of law 
and medicine. 


The course is geared to the busy physician who seeks an understanding of the law as it 
affects him in his day to day work. The course is designed to inform physicians about 
possible legal problems and procedures which might arise in their practice, to ac- 
quaint physicians with specific statutes and court decisions affecting and regulating the 
practice of medicine and to assist the physician in understanding the role of legisla- 


tures, administrative bodies, courts and attorneys in relation to medical practice. 


Tuition is $35. Text and selected reading materials for use in the course are purchased 
by the student himself. Assignments will be completed and mailed to an instructor 
in the University of Chicago Home-Study Department for evaluation and comment. 
Assignments may be completed and submitted by the registrant at his convenience, al- 
though the course itself must be completed within one year. 


Those interested should contact Desk LSE, Home-Study Department, The University 
of Chicago, 60th at Dorchester, Chicago 37, Illinois. 


MEDICAL QUACKERY: AMA is planning a Congress on Medical Quackery, to be 
held jointly with the Federal Food and Drug Administration, in Washington on Octo- 
ber 6-7 at the Sheraton Park Hotel. Medical quackery is believed to be a real or po- 
tential problem in every state in the Union and the Congress is expected to develop 
new ideas and methods of combating this evil. 


HILL-BURTON IN VIRGINIA: As of June 1, 1961, there have been 106 projects 
completed at a total cost of $87,789,447. This amount includes a Federal contribution 
of $32,763,103. These projects supply an additional 4255 beds. 


Eighteen projects are under construction at a total cost of $21,007,729, and are designed 
to provide 893 additional beds. | 


Six projects, designed to provide 139 beds, have been approved at a total cost of $7,- 
250,073. 
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Book Announcements... . 


Books received for review are promptly 
acknowledged in this column. In some cases, 
reviews will be published shortly after the 
acknowledgement of receipt. However, we 
assume no obligation in return for the cour- 
tesy of those sending us same. 


Cellular Aspects of Immunity. Ciba Foundation Sym- 
posium. Editors for the Ciba Foundation G. E, W. 
Wolstenholme, O.B.E., M.A., M.B., M.R.C.P., and 
Maeve O’Connor, B.A. Little, Brown and Company, 
Boston. 1960, xii-495 pages. With 117 Illustrations. 
Price $10.50. 


Congenital Malformations. Ciba Foundation Sympo- 
sium. Editors for the Ciba Foundation G. E. W. 
Wolstenholme, O.B.E., M.A., M.B., M.R.C.P., and 
Cecilia M. O’Connor, B. Se. Little, Brown and 
Company, Boston. 1960. 308 pages. Price $9.00. 


Epidemic. By FRANK C. SLAUGHTER. Doubleday 
& Company, Inc., Garden City, N. Y. 1961. 286 
pages. Price $3.95. 


The Gentle Legions. By RICHARD CARTER. Double- 
day & Company, Inc., Garden City, N. Y. 1961. 335 
pages. Price $4.50. 


A Prelude to Medical History. By FELIX MARTI- 
IBANEZ, M.D., Professor and Chairman of the De- 
partment of the History of Medicine, New York 
Medical College, Flower and Fifth Avenue Hos- 
pitals; Editor-in-Chief of MD, the Medical Maga- 
zine. New York. MD Publications, Inc. 1961. xix- 
253 pages. Price $5.75. 


Lose Weight and Live. By ROBERT P. GOLDMAN. 
Drawings by Roland Rodegast. Doubleday & Com- 
pany, Inc., Garden City, New York. 1961. 235 pages. 
Price $3.95. 


Childbirth with Hypnosis. By WILLIAM S. KROGER, 
M.D. Edited by Jules Steinberg. Doubleday & 
Company, Inc., Garden City, New York. 1961. Illus- 
trated. 216 pages. Price $3.95. 


Management of Hypertensive Diseases. By JOSEPH 
C. EDWARDS, A.B., M.D., F.A.C.P., F.A.C.C., As- 
sistant Professor of Clinical Medicine, Cardiovas- 
cular Consuitant to Division of Gerontology, and 
Consultant in Hypertension and Cardiac Clinics, 
Washington University School of Medicine and 
Barnes Hospitals, St. Louis, Mo.; Cardiologist and 
Director of Hypertension Clinic, St. Luke’s Hos- 
pital; ete. With Foreword by Paul Dudley White, 
M.D. Illustrated. The C. V. Mosby Company, St. 
Louis. 1960. 439 pages. Price $15.00. 


Atlas of Obstetric Technic. By J. ROBERT WILSON, 
M.D., M.S., Professor of Obstetrics and Gynecology, 
Temple University School of Medicine, Philadel- 
phia; Head of the Department of Obstetrics and 
Gynecology, Temple University Hospital. Illus- 
trated by Daisy Stilwell. Deluxe Edition. The C. V. 
Mosby Company, St. Louis. 1961. 304 pages. Price 
$14.50. 


Information Please! For Women Only. Incorporating 
The Dunhill Chart. By ALFRED DREYFUS, II. 
Vantage Press, New York. 1961. 556 pages. Price 
$7.50. 
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Metabolic Effects of Adrenal Hormones. In Honour 
of Prof. G. W. Thorn. Ciba Foundation Study 
Group No. 6. Editors for the Ciba Foundation G. E. 
W. Wolstenholme, O.B.E., M.A., M.B., M.R.C.P. and 
Maeve O’Connor, B.A. Little, Brown and Company, 
Boston. 1960. viii-109 pages. With 16 Illustrations. 


Adrenergic Mechanisms. Ciba Foundation Sympo- 
sium jointly with Committee for Symposia on Drug 
Action. Editor for the British Pharmacological 
Society J. R. Vane, B.Se., D.Phil. Editors for the 
Ciba Foundation G. E. W. Wolstenholme, O.B.E., 
M.A., M.B., M.R.C.P., and Maeve O’Connor, B.A. 
Little, Brown and Company, Boston. 1960. xx-632 
pages. With 163 Illustrations. Price $12.50. 


Essential Hypertension. An International Sympo- 
sium. Berne, June 7-10, 1960, Sponsored by Ciba. 
Chairman, F. C. Reubi, Berne. Edited by K. D. 
Bock, Basle, and P. T. Cottier, Berne. Springer- 
Verlag, Berlin, 1960. viii-392 pages. 


The Family Handbook of Home Nursing and Medical 
Care. By I. J. Rossman, M.D., PH.D., Chief of Pro- 
fessional Services, Home Care Department, Mon- 
tefiore Hospital, New York. And DORIS R. 
SCHWARTZ, R.N., Assistant Professor in Out- 
patient Nursing, The Cornell University. A Dophin 
Reference Book. Doubleday & Company, Inc., Gar- 
den City, New York. 1958. 519 pages. Price $1.45. 


China Doctor. The Life Story of Harry Willis Miller. 
By RAYMOND S. MOORE. Harper & Brothers, 
New York. 1961. xiv-215 pages. Price $3.95. 


Clinical Obstetrics and Gynecology. Volume 4, Num- 
ber 1. Obstetric Anesthesia and Analgesia Edited 
by Robert A. Hingson, M.D. Vaginal Surgery Edited 
by Abraham F. Lash, M.D., Ph.D. Paul B. Hoeber, 
Inc., Medical Division of Harper Brothers, New 
York. March 1961. 304 pages. Illustrated. Sold 
by subscription only at $18.00 for four consecutive 
issues. 


Management of Fractures, Dislocations and Sprains. 
By H. EARLE CONWELL, M.D., F.A.C.S., Asso- 
ciate Professor of Orthopedic Surgery, University 
of Alabama, School of Medicine; Attending Ortho- 
pedic Surgeon, University Hospital, St. Vincent’s 
Hospital, Children’s Hospital, Baptist Hospitals, 
East End Hospital and South Highlands Infirmary, 
Birmingham; etc. And FRED C. REYNOLDS, M.D., 
Professor of Orthopedic Surgery, Washington Uni- 
versity, School of Medicine, St. Louis. The C. V. 
Mosby Company, St. Louis. 1961. Seventh Edition. 
1153 pages. Wtih 1227 Illustrations. Price $27.00. 


Handbook of Surgery. Edited by John L. Wilson, 
M.D., Chief of Surgery, Veterans Administration 
Hospital, San Francisco; etc. And Joseph J. Mc- 
Donald, M.D., Dean of the Faculty of Medical 
Sciences, American University of Beirut, Lebanon; 
etc. Lange Medical Publications, Los Altos, Cali- 
fornia. 1960. 644 pages. Price $4.00. 


Handbook of Pediatrics. By HENRY K. SILVER, 
M.D., Professor of Pediatrics, University of Colo- 
rado School of Medicine. C. HENRY KEMPE, 
M.D., Professor of Pediatrics and Head of Depart- 
ment of Pediatrics, University of Colorado School 
of Medicine. And HENRY B. BRUYN, M.D., Asso- 
ciate Professor of Pediatrics and Medicine, Univer- 
sity of California, School of Medicine, etc. Lange 

Medical Publications, Los Altos, California. 1961. 

Fourth Edition. 574 pages. Price $3.50. 
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Editorial.... 


The New University of Virginia Hospital 


T THE RISK of becoming repetitious the writer cannot refrain 

from adding a word of felicitation to the University of Virginia 
School of Medicine upon the completion and occupancy of the new 
addition to the University Hospital. 


The impressive dedication of the new hospital and radiology buildings 
on April 14 fell three days short of the sixtieth anniversary of the open- 
ing of the first unit of what has become the present ultra-modern 
facility for the care of the sick. The original hospital contained 25 beds 
and an operating room with an amphitheater seating 50 students. A 
kitchen, administrative offices and staff quarters completed the building 
which cost $50,000. 


The present eight story addition contains 420 beds and 60 bassinets. 
The total cost was $6,700,000. In other words it has 17 times the 
capacity of the original unit and cost 134 times as much. This means 
the cost per bed has increased eight fold since 1901. The hospital now 
contains 662 beds and bassinets. 


The academic background that the School of Medicine enjoys as an 
integral part of the University of Virginia is not an unmixed blessing 
when the need arises to raise a large amount of money. Leo Durocher 


is credited with saying that “nice guys don’t win ball games.” It may 
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be said with equal accuracy that scholars don’t obtain large grants from 


state legislatures. The struggle to raise the necessary funds required 
more than a decade but the result has been worth the effort, for the 


University currently has the most modern hospital in the country. 


The peripheral arrangement of the patient’s rooms with the utilities 
in the center affords more than the usual degree of privacy and the con- 
trolled pneumatic transitubes insure rapid transmission of data and 
material throughout the hospital. The fifteen new operating rooms 
contain every safeguard for the patient and convenience for the surgical 
personnel. The radiology department, which has made many contribu- 
tions in the past despite its cramped quarters, has been rewarded by a 
two story building with therapeutic facilities on the lower floor and 
diagnostic aides on the upper level. The department occupies 20,000 
square feet of floor area. 


For many years the outstanding medical staff have been handicapped 
by often having to make bricks without straw. Despite these difficulties 
patients from every city and county in Virginia, save one, received ‘treat- 
ment at the University Hospital last year. Now that they have the tools 
with which to work, the University should enter a new and expanding 


era of medical service to the citizens of Virginia. 


Harry J. WaRTHEN, M.D. 
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Society Activities.... 


Virginia Academy of General Practice. 


The annual meeting of the Academy was 
held in Washington, May 11-14, under the 
presidency of Dr. Boyd H. Payne of Staun- 
ton. 

Dr. William J. Hagood, Clover, was in- 
stalled as president; Dr. Harry M. Friden, 
Norfolk, was named president-elect; Dr. 
Frank D. Daniel, Charlottesville, vice-presi- 
dent; Dr. Samuel F. Driver, Roanoke, re- 
elected secretary and Dr. Irwin Rifkin, 
re-elected secretary. 


Virginia Society of Ophthalmology and 
Otolaryngology. 


At the recent meeting of this Society, 
held in Roanoke in May, Dr. Edgar Chil- 
drey, Jr., Richmond, was installed as presi- 
dent, succeeding Dr. Richard O. Smith, Pu- 
laski. Dr. Carl C. Cooley, Norfolk, was 
named president-elect; Dr. A. R. Gillespie, 
Staunton, vice-president; and Dr. Marion 
K. Humphries, Jr., Charlottesville, re-elect- 
ed secretary-treasurer. 

The next annual meeting of this Society 
will be held at the Golden Triangle, Nor- 
folk, May 3-5, 1962. 


Virginia Obstetrical and Gynecological 
Society. 


A meeting of this Society was held in 
Williamsburg on May Sth and 6th. The 
following program was presented on the 
Sth: Ovarian Pregnancy by Dr. William N. 
Reingold, Norfolk; An Unusual Abdominal 
Pregnancy by Dr. John R. Saunders, Lynch- 
burg; Obstetrical Curiosities by Dr. Pem- 
broke T. Grove, Winchester; An Unusual 
Congenital Anomaly: Dicephalus by Dr. 
Donald D. Barnes, Roanoke; Study of Cer- 
vical Neoplasia by Dr. R. M. Richart, Rich- 
mond; and Colpocleisis in the Management 
of Post Irradiation Vaginal Fistulae by Dr. 
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Herbert J. Claiborne, Charlottesville. Panel 
Discussants were Drs. Robert Barter, Wash- 
ington, D. C., and Walter L. Thomas, Dur- 
ham, N. C. 

A symposium on Illegitimate Pregnancy 
was held on the 6th, with Dr. Eugene Gros- 
close, Lynchburg, as moderator. Partici- 
pants were Dr. L. L. Shamburger, from the 
the perspective of the State Health Depart- 
ment; Dr. H. Hudnall Ware, Jr., from the 
professor’s chair; Dr. Waverly R. Payne 
from the private practitioner; Dr. R. A. 
Senescu from the psychiatrist; Dr. Clifford 
R. Johnson from the clergyman; Miss Daisy 
S. Young from the social agency; and Sen- 
ator John A. K. Donovan from the legis- 
lator. 

The dinner speaker was Mr. Ralp Lapp, 
scientist, philosopher and author of Wash- 
ington, D. C. 


Blue Ridge Chapter of General Practice. 


A summer symposium will be given by 
the Blue Ridge Chapter of General Practice 
at the Hotel Roanoke, Roanoke, July 22nd. 
Dr. John Wyatt Davis, Jr., president, of 
Lynchburg, will preside. 

The morning symposium will be on In- 
flammation with the following subjects: 
Inflammation and Tissue Injury by Dr. 
Richard W. Payne, University of Oklaho- 
ma; Vascular Inflammation by Dr. Norman 
J. Skversky, Albert Einstein Medical Cen- 
ter; and Arthritis and Inflammatory Agents 
in the Treatment of Connective Tissue Dis- 
eases by Dr. Robert Irby, Medical College 
of Virginia. A round table with questions 
and answers will follow. 

The afternoon symposium will be on 
Mental Depression. Dr. Emanuel A. Dane- 
man, Medical College of Georgia, will discuss 
Etiology, Nature and Structure of Depres- 
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sion (Loss Reactions); and Dr. Else Kris, 
Department of Mental Hygiene, New York 
City, Office Treatment of Depressed Pa- 
tients. This also will be followed by a round 
table discussion. 

Category #1 credit for six hours has been 


Nens.. 


New Members. 


Since the list published in the June issue 
of the Monthly, the following new members 
have been received into The Medical Society 
of Virginia: 


Mehmet S. Akaydin, M.D., Marion 

Walter Graham Bullington, M.D., Rich- 
mond 

Frederick W. Deck, M.D., Fairfax 

Ira David Godwin, M.D., Annandale 

Philip Shepard Grant, M.D., Staunton 

Richard G. Lester, M.D., Richmond 

Sami I. Said, M.D., Richmond 

James Anderson Selph, Jr., M.D., Rich- 
mond 

James Whitfield Tinsley, III, M.D., Rich- 
mond 


Joseph D. Vidarte, M.D., Portsmouth 


Confederate Medical Exhibit. 


The Confederate Medical Exhibit at 1200 
East Clay Street, Richmond, is now open 
Monday through Friday from 10 A.M. to 
4 P.M., and on Saturday from 12 noon to 
4 P.M. The exhibit depicts military medi- 
cine in Virginia during 1861-65. All aspects 
of Confederate Medical Care are shown by 
photographs, models, reports, charts, sur- 
gical equipment and wartime books. 

Admission to the exhibit is free. 


Reed Portraits Presented 


Photographs of Dr. Walter Reed and his 
father, the Reverend Lemuel Sutton Reed, 
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applied for with the AAGP Committee on 
Medical Education. 

All physicians are invited to attend these 
symposia. If interested, contact Dr. C. M. 
G. Buttery, Secretary, Rocky Mount, Vir- 
ginia. 


have been placed in Belroi, the birthplace of 
Dr. Reed in Gloucester County. These were 
presented by Mrs. George Elliott and Miss 
Alice Reed, Hampton, granddaughters of 
the minister and nieces of the physician. 
They were accepted by Dr. Raymond S. 
Brown, chairman of the Walter Reed Com- 
mission of The Medical Society of Virginia. 

The presentation was made on April 16th 
at the Gloucester Woman’s Club. Guests 
were local physicians and their wives, club 
members and guests and members of the 
Walter Reed Community Improvement 
League. 

Belroi is owned by The Medical Society 
of Virginia and was opened as a national 
shrine in 1927. The Reverend Reed and his 
wife were moved to the cottage when the 
home in which they lived was destroyed by 
fire. Walter Reed was born only a few days 
after they moved. The Home is now main- 
tained by the Walter Reed Community Im- 
provement League with the financial assist- 
ance of the Society. 


Dr. Hornbarger Honored. 


Bath County’s man of the year is a doc- 
tor who has practiced medicine in his native 
county for forty years. Dr. Ira T. Horn- 
barger, Hot Springs, was named to that 
honor recently. He was cited for his long 
humanitarian service as a physician, com- 
bined with an exemplary record as a school 
board member, church worker and good 
citizen. 
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“Qn Land and Sea’’. 


Dr. John W. Robertson, Onancock, is 
the author of a new book entitled “On Land 
and Sea”. This is a pictorial review of 
homes, gardens, churches, public buildings, 
water-front scenes, bits of beauty and his- 
toric interest in both Northampton and 
Accomack Counties. The book is more than 
150 pages and has been published by The 
Eastern Shore News. 


Certified by Board of Obstetrics and 
Gynecology. 


The following doctors were recently cer- 
tified by the American Board of Obstetrics 
and Gynecology: 


Peter Bartsch, M.D., Richlands 

Thomas Philip Caine, Jr., M.D., 
Newport News 

Frederick T. Given, M.D., Norfolk 

Philip S. Grant, M.D., Staunton 

Luther J. Hamlet, M.D., Roanoke 

Robert W. Irvin, Jr., M.D., Ft. Eustis 

Herbert C. Jones, Jr., M.D., Charlottes- 
ville 

Charles Bennett Marshall, M.D., Martins- 
ville 

William N. Reingold, M.D., Norfolk 

Gilbert F. Rieman, M.D., Norfolk 

Glenn B. Updike, Jr., M.D., Danville 


Chairman of Pediatrics. 


Dr. Gerald B. Odell, assistant professor 
of pediatrics at Johns Hopkins University 
Medical School, has been named chairman 
of the pediatrics department at the Medical 
College of Virginia, effective July Ist. He 
will succeed Dr. Lee Sutton, Jr., who retired 
in 1958. 


Dr. Thomson Boss of the Year. 


At the annual meeting of the Boss Night 
of the Chesapeake Chapter of the National 
Secretaries Association, Dr. James L. Thom- 
son, Norfolk, was selected as Boss of the 


Year. He was chosen on the basis of his 
leadership at work, in his home and in his 
community, as citizen, physician and hu- 
manitarian. 


Fire Destroys Home. 


Dr. James E. Grimes and his family of 
Fredericksburg has spent two years plan- 
ning and preparing for the day they would 
move into their new home. Four days be- 
fore the move was to be made, the com- 
pleted home was burned to the ground. 


Dr. Lueders Retires. 


After thirty-five years in Staunton as a 
specialist in eye, ear, nose and throat, Dr. 
William E. Lueders, Jr., has retired and he 
and Mrs. Lueders will make their home in 
Indiatlantic, Florida. 


Doctors Found Good Music Station. 


Drs. Joseph T. Byrne, William T. Moore, 
and William F. Grigg, Richmond, have ap- 
plied to the Federal Communications Com- 
mission for a license to operate an “adult- 
music” radio station in Richmond. It is 
hoped the station will be on the air by the 
end of the summer. It will be known as 
Professional Broadcasting, Incorporated. 


Dr. Jacob J. Hladys, 


Richmond, was guest speaker at a recent 
meeting of the Psychology Club of the Uni- 
versity of Richmond, at which time he gave 
a talk on Hypnosis. 

He also gave a talk on Hypnosis to the 
Psychology Club at Madison College, Har- 
risonburg, on May 9th. 


Wanted. 


Cardiologist or Internist, Board Eligible, 
on staff of a fifty bed hospital. Immediately. 
Apply to the Lebanon General Hospital, 
Inc., Dr. W. C. Elliott, Chief of Staff, Leb- 
anon, Virginia. (Adv.) 
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Obituaries .... 


Dr. Thomas Allen Kirk, 


Prominent Roanoke physician, died May 
20th, at the age of eighty-three. He was a 
graduate of the Medical School of the Uni- 
versity of Virginia in 1901. Dr. Kirk was 
widely known for his interest in roses. He 
was a founder and former president of the 
American Rose Society and also served as 
one of its first secretaries. He was also a 
founder and president of the Roanoke Rose 
Society. He was a member of the National 
Rose Society of Great Britain and was a 
judge at its 1936 and 1937 London shows. 
Dr. Kirk was a life member of the German 
Rose Society, had been decorated by the 
French government for his work as a rose 
fancier and was a permanent member of the 
judging committee of the Jardin de Baga- 
telle of Paris. He at one time had the only 
accredited American Rose Society test gar- 
den in the Roanoke area. The garden in- 
cluded some 500 varieties and about 2000 
plants. 

Dr. Kirk was a surgeon and general prac- 
titioner and had been chairman of the board 
of Shenandoah Hospital. He had also been 
associated with the old Roanoke Hospital. 

Dr. Kirk had been a member of The Med- 
ical Society of Virginia for fifty-seven years. 
He was made a Fifty Year Member in 1951. 

His wife, a daughter, and a son, Dr. T. 
Allen Kirk, Jr., survive him. 


Dr. Elam Adolphus Drum, 


Richmond, died April 10th. He was 
eighty-five years of age and a graduate of 
the former University College of Medicine 
in 1907. Dr. Drum had been a member of 
The Medical Society of Virginia for fifty- 
one years and was made a Fifty Year Mem- 
ber in 1957. 


His wife and three sons survive him. 


Dr. William Theodore Gay, 


Prominent physician of Suffolk, died May 
9th, at the age of sixty-eight. He had been 
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a member of The Medical Society of Vir- 
ginia since 1922. 

The following resolutions were adopted 
by the Tri-County Medical Society: 


Wuereas, Dr. William Theodore Gay, a beloved 
member of the Tri-County Medical Society departed 
this life on the 9th day of May, 1961, and 

WuereEas, we feel keenly the great loss we have 
suffered in his passing and desire to pay tribute to 
his memory, we unanimously adopt this resolution: 

Dr. Gay was born in Gates County, North Caro- 
lina on January 29, 1893. After attending public 
schools he graduated from the Medical College of 
Virginia in 1917 and came to Suffolk to practice, 
joining the staff of the Lakeview Hospital. He served 
his country overseas in World War I, as a First 
Lieutenant. Following his return from service, he 
entered the New York Post Graduate Medical School, 
specializing in Surgery and Urology. 

Following his completion of studies there he re- 
turned to Suffolk and served as assistant general sur- 
geon and head of the Department of Urology at 
Lakeview Hospital, as well as Chief of Staff in which 
capacity he served a number of years. 

Upon the opening of Louise Obici Memorial Hos- 
pital and the closing of Lakeview Hospital in 1951 
he was elected Chief of the Surgical Staff of the new 
hospital. 

While Dr. Gay was a member of many professional 
societies and organizations, he did not neglect the 
wider responsibilities of citizenship. He was through- 
out his life here in Suffolk recognized as one of this 
city’s leading citizens. He was an active member 
of the Suffolk Lions Club for many years and an 
active member of the Oxford Methodist Church. 

WHEREAS, we, his associates of the Tri-County 
Medical Society join with his countless friends from 
Suffolk and Tidewater Virginia in sharing with his 
family a very keen sense of loss in his passing and 
shall greatly miss his wise counsel, his cordial friend- 
ship and his untiring energies constantly being di- 
rected toward the alleviation of human suffering and 
pain, 

Now Tuererore Be It Resotvep by the mem- 
bers of the Tri-County Medical Society this twenty- 
fourth day of May, 1961, that we express to his 
family our sincere sympathy and to those who may 
follow after us the high regard in which we held 
him and to the entire community the sense of loss 
which we share with them. 

Be It FurtHer Resotven, that a copy of this 
resolution be sent to Mrs. Gay, a copy to the Virginia 
Medical Monthly and a copy made a part of the 
permanent records of this Society. 

W. A. SEAwWELL, M.D. 
Chairman, Committee on Resolutions 
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Resolutions were also adopted by the staff 
of the Louise Obici Hospital, as follows: 


Wuereas, Dr. William Theodore Gay, a beloved 
member and first President of this staff, departed 
this life on the 9th day of May, 1961; and 


Wuereas, we feel keenly the great loss we have 
suffered in his passing and desire to pay tribute to 
his memory, we unanimously adopt this resolution: 

Dr. Gay was born in the neighboring County of 
Gates, in the State of North Carolina, on the 28th 
day of January, 1893, the son of Mills Everett Gay, 
Sr., and Mrs. Ophelia Wilkins Gay. After attendance 
in the public schools, he attended the Medical Col- 
lege of Virginia, where he graduated in 1917 and 
thereupon came to Suffolk and joined the staff of 
Lakeview Hospital. He left Suffolk temporarily to 
serve his country in World War I, where he served 
with distinction overseas as First Lieutenant. Upon 
his return from service, he entered the New York 
Post Graduate Medical School, where he specialized 
in surgery and urology. After satisfactory comple- 
tion of his studies there, he returned to his duties on 
the staff of Lakeview Hospital, where he served 
as assistant general surgeon and head of the depart- 
ment of urology. In 1938, he was elected President 
of Lakeview Hospital and chief of staff, in which 
capacity he served with credit to himself and his 
associates for a number of years. Upon the opening 
of Louise Obici Memorial Hospital and the closing 
of Lakeview Hospital in 1951, he was elected chief 
of the surgical staff of the new hospital. 

While Dr. Gay was a member of many professional 
societies and organizations, to which he contributed 
generously of his time, talents and means, he never- 
theless did not ignore the wider responsibilities of 
citizenship. He was throughout his life here in Suf- 
folk recognized as one of this city’s leading citizens. 
For a number of years he was active in the Suffolk 
Lions Club and he was an active member of Oxford 
Methodist Church of this city. 


WHEREAS, we, his associates at Louise Obici Me- 
morial Hospital, join with his countless friends of 
Suffolk and Tidewater Virginia in sharing with his 
family a very keen sense of loss in his passing and 
shall greatly miss his wise counsel, his cordial friend- 
ship and his untiring energies constantly being di- 
rected towards the alleviation of human suffering 
and pain, 

Now THEREFORE, Be It Resotvep by the mem- 
bers of the staff of Louise Obici Memorial Hospital, 
Suffolk, Virginia, this day of May, 1961, that 
we express to his family our sincere sympathy and 
to those who may follow after us the high regard 
in which we held him and to the entire community 
the sense of loss which we share with them. 


Be It FurtHer Resorvep that a copy of this 
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resolution be sent to Mrs. Gay, a copy released to the 
local press and a copy made a part of the permanent 
records of this staff. 
C. W. Street, M.D. 
Chairman Resolutions Committee 
Puitie R. THomas, M.D. 
A. SEAwELt, M.D. 


Dr. Henry Gooch Hammond, 


Widely known physician of Patrick- 
Henry Counties, died May Sth. He was 
seventy-two years of age and a graduate in 
medicine from the University of Virginia 
in 1914. Dr. Hammond had retired from 
practice. Following service in World War 
I, he practiced for three years in West Vir- 
ginia before moving to Martinsville where 
he practiced until his retirement in 1959. 
He and his family had been living at Ridge- 
way since 1956. 

Dr. Hammond was a member of The 
Medical Society of Virginia, having joined 
in 1925. 

His wife and a son survive him. 

The following resolutions were adopted 
by the staff of the Martinsville General Hos- 
pital: 

WHEREAS, on May 8, 1961, Dr. Henry G. Ham- 


mond was called from this mortal life into the life 
that is eternal; 


Wuereas, in the passing of Dr. Hammond, we 
lost a fine physician who practiced medicine in Mar- 
tinsville and Henry County for almost one half a 
century; 

WHEREAS, we are indebted to him for his ethical 
and professional services rendered: 

THEREFORE Be It RESOLVED: 

First, that we as members of the staff of the Mar- 
tinsville General Hospital express our great loss in 
his passing and wish to pay tribute to the memory 
of our co-member. 

Second, that we dedicate a volume on Surgical 
Urology to him and place it in the Martinsville 
Hospital Library. 

Third, that copies of these resolutions be sent to 
his widow, to the Martinsville Daily Bulletin, to the 
Bassett Journal, The Medical Society of Virginia and 
the Patrick-Henry Medical Society. 


J. W. Crark, M.D. 
G. W. Curwen, M.D. 
Resolutions and Condolence Committee 
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DOSAGE 


PRO-BANTHINE 


(BRAND OF PROPANTHELINE BROMIDE) 


PROLONGED-ACTING TABLETS 30mg. 


PROVIDES YOU WITH THE RECOGNIZED 
EFFECTIVENESS OF PRO-BANTHINE® 

PLUS THE CONVENIENCE AND SUSTAINED 
ACTION OF PROLONGED-ACTING MEDICATION. 


Suggested Dosage—One tablet B.1.D. is usually effective 


G.D. SEARLE & Co. 


Chicago 80, Illinois 
Research in the Service of Medicine 
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e Understanding Care e 


Your Patients Get the Skilled Care They Deserve 


Health Approved —4Intermediate Care— Inspection Invited 


AGED e TERMINAL CASES e CHRONICALLY ILL 


Round the Clock Skilled Care 


e Dial 67 Simmons Hospital Bed Capacity 
@ Highest Ethical Operating Standards 

* 


Automatic Litter-Size Elevator 
Rates Start From $60 Weekly 
Private and Multiple Rooms—toilets 


R.N. Supervision and M.C.V. Extern Miron 3-2777 


Trained Dietitian @ Male Orderlies 


Bernard Maslan 2112 Monteiro Ave. 
TERRACE HILL NURSING HOME ve 
ne. 


e@ Sprinkler and ““Atmo’’ System Equipped e 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 
STAFF 


Dr. Elbyrne G. Gill 
Dr. Houston L. Bell 
Dr. Ronald B. Harris 
Dr. Derwin K. Harmon 


RESIDENT STAFF 


Dr. J. R. Van Arsdall 
Dr. C. B. Foster 

Dr. D. H. Williams 
Dr. Scott W. Little 


Jean Swartz, M.S. 
(Biochemist) 


Bobbie Boyd Lubker, M.A. 
(Speech Therapist) 


A Modern Fireproof Hospital, Specially Designed 
and Equipped for the Medical and Surgical Care of 
Ophthalmology, Otolaryngology, Facio-Maxillary 
Surgery, Rhinoplastic Surgery, Bronchoscopy and 
Esophagoscopy. 


Complete Laboratory and X-Ray Equipment. 
Physicians and Graduate Nurses in Constant 
Attendance. 


The Hospital offers a three year residency in Ophthalmology and a three year residency in Otolaryngology to 
a graduate of an approved medical school, who has an internship of at least one year in an approved school. 


For further information, address: 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 


30 Vircinta MepicaL MONTHLY 


: 
4 
~ 
t 
4 BS. ‘ fi 
q 


Medicine: 
Manrrep CALt, III, M.D. 
M. Morris Pinckney, M.D. 


Joun D. Catt, M.D. 


Frank M. Branton, M.D. 
Joun W. Powe Lt, M.D. 
Obstetrics and Gynecology: 

Wa. Durwoop Succes, M.D. 
Spotrswoop Rosins, M.D. 

Davin C. Forrest, M.D. 

Joseru C. Parker, M.D. 
Orthopedics: 

Bevertey Crary, M.D. 

James B. Datrton, Jr., M.D. 
Pediatrics: 

P. Mancum, M.D. 

Epwarp G. Davis, Jr., M.D. 


W. L. Mason, M.D. 

J. Warren MontacueE, M.D. 
Anesthesiology: 

B. Moncure, M.D. 

Hetu Owen, Jr., M.D. 


ALEXANDER G. Brown, III, M.D. 


WynpuHaM B., Banton, Jr, M.D. 


Ophthalmology, Otolaryngology: 


STUART CIRCLE HOSPITAL 


413-21 Sruart CIRCLE 
RICHMOND, VIRGINIA 


Surgery: 


A. STEPHENS GRAHAM, M.D. 
Cuartes R. Rosrns, Jr., M.D. 
CARRINGTON WILLIAMS, M.D. 
Ricuarp A. Micuavux, M.D. 
CARRINGTON WILLIAMS, JR., M.D. 
ARMISTEAD M. WILLriAMs, M.D. 
Urological Surgery: 
FrANK Pore, M.D. 
J. Epwarp Hit, M.D. 
Oral Surgery: 
Guy R. Harrison, D.D.S. 


Plastic Surgery: 
Hunter S. Jackson, M.D. 


Roentgenology and Radiology: 
Frep M. Honers, M.D. 
L. O. Sneap, M.D. 
Hunter B. FriscHkorn, Jr., M.D. 
Wittram C. Barr, M.D. 
Irvin W. Caveno, Jr., M.D. 
Pathology: 
James B. Roserts, M.D. 


Director: 
CuHartes C, Hovcu 


Guy W. Horstey, M.D. 
General Surgery and Gynecology 


James T. GiAnoutis, M.D. 


J. SHELTON Horstey, II], M.D. 
General Surgery and Gynecology 


Austin I. Dopson, Jr., M.D. 


General Surgery and Gynecology J. Eowarp Hut, M.D. 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


Douctas G. CHAPMAN, M.D. 
Urology Internal Medicine 


ELMER S. Rosertson, M.D. 
Internal Medicine 


W. Kye Smirtu, Jr., M.D. 
Internal Medicine 


Urology 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, Administrator 
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JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


+. 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


RICHMOND 

EYE HOSPITAL 
RICHMOND 
EAR, NOSE AND 

THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital spe- 
cially constructed for the treatment of Eye, 
Ear, Nose and Throat Diseases, including 
Laryngeal Surgery, Bronchoscopy and Plastic 
Surgery of the Nose. 


Professional care offered a limited number 
of charity patients. 


Address: 
JULIA WAGNER WATERS, R.N., Administrator 
408 North 12th Street 


THE SILVER HILL FOUNDATION 


New Canaan, Connecticut 
announces 


THREE-YEAR RESIDENCY TRAINING 
PROGRAM IN PSYCHIATRY 


Approved by the American Medical Association and the 
American Board of Psychiatry and Neurology. 


Affiliated with Departments of Psychiatry and Neurology 
of the College of Physicians and Surgeons, Columbia- 
Presbyterian Medical School, New York City. 

Ist year spent at Medical Center, New York, N.Y. 2nd 
and 3rd years at Silver Hill, New Canaan, Connecticut. 
Applicants also considered who have completed one year 
or more of training elsewhere for our second or third 
year program. 

Emphasis placed on training of physicians for private 
practice of psychiatry, under experienced preceptors, 
Board Diplomates, with teaching background. 

Generous compensation, opportunities for permanent staff 
appointment. Only outstanding applicants accepted. 


For further information and application form, 
write: William B. Terhune, M.D., Medical 
Director, The Silver Hill Foundation, Box 
1177, New Canaan, Connecticut. 


Riverside 
Convalescent Home 


Sophia & Fauquier Sts. 
Fredericksburg, Virginia 


For convalescent, aged, chronically ill, 
and retired persons. Provides healthful 
rest, excellent nursing care in cheerful, 
comfortable surroundings. Air-condition- 
ed, fire-safe building. Accommodations 
Medical 
Inspection Invited. Write, or telephone 


Essex 3-3434. 


for eighty-eight. Supervision. 


Rates: 
$45.00 to $75.00 per week 
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Appalachian Hall © asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 
drug and alcohol habituation. 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 
climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


Wm. Ray GriFFIN, JR., M.D. Mark A. GriFFIN, SR., M.D. 
Rosert A. GriFFIN, JR., M.D. MarK A. GriFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, AsuHevitte, N. C. 


Saint Albans Psychiatric Hospital 
RADFORD, VIRGINIA 


announces the opening of HILLSIDE, a new medical psychiatric 
facility for the resident care of selected male and female patients. 
HILLSIDE is a modern one-story structure with private and semi- 
private accommodations for twenty-four patients. The building 
is located on the grounds adjacent to the main hospital building 
with ample out-of-doors space. It is protected by an automatic fire 
sprinkler system. Medical, psychiatric and nursing services are 
provided by the hospital staff. A well-rounded recreational and 
occupational therapy program helps fill the “long hours” with 
individual and group activities. 


For rates and additional information, address: 


James P. King, M.D., Director, 
Saint Albans Psychiatric Hospital, 
Box 1172, Radford, Virginia 
Telephone—NeEptune 9-2483 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


{t is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a’compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga. 
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Third Decade of Nursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 
Fire Protection by Grinnell Sprinkler System 


TUCKER HOSPITAL Inc. 


212 West Franklin Street 


Richmond, Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
logical patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. GEORGE S. FULTZ Dr. AMELIA G. Woop 
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ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 


Richmond, Virginia 


General Medicine 
HUNTER H..McGUIRE, M.D. 
MARGARET NOLTING, M.D. 
JOHN P. LYNCH, M.D. 
WM. H. HARRIS, JR., M.D. 
JOHN B. CATLETT, M.D. 
ROBERT W. BEDINGER, M.D. 


Orthopedic Surgery 
JAMES T. TUCKER, M.D. 
BEVERLEY B. CLARY, M.D. 


EARNEST B. CARPENTER, M.D. 


JAMES B..DALTON, JR., M.D. 


Neurology 
RAYMOND A. ADAMS, M.D. 


General Surgery 


WEBSTER P. BARNES, M.D. 
JOHN H. REED, JR., M.D. 

JOHN ROBERT MASSIE, =" M.D. 
JOSEPH W. COXE III, M.D 


Dental Surgery 
JOHN BELL WILLIAMS, D.D.S. 


Urology 


CHAS. M. NELSON, M.D. 
AUSTIN I. DODSON, JR., M.D. 


Bronchoscopy 
GEORGE AUSTIN WELCHONS, M.D 


Radiology 


HENRY S. SPENCER, M.D. 
STUART J. EISENBERG, M.D. 


Pathology 


J. H. SCHERER, M.D. 
JOHN L. THORNTON, M.D. 


Anesthesiology 
HETH OWEN, JR., M.D. 
WILLIAM B. MONCURE, M.D. 
BEVERLY JONES, M.D 


Treasurer: RICHARD J. JONES, BS., C.P.A. 


ALL ROOMS AIR CONDITIONED 
Free Parking for Patrons 


BLOOD PRESSURE INSTRUMENTS 


_Never before at such low prices 


For the 
Discriminating 


Eye Physician 


Depend on the Services of a sa eo 


Anneroid type 
Only $25.00 


(add 5% to order to cover postage) 
FREE Stethoscope if cash accompanies order. 


SCIENCE SERVICE 


Guild Optician 


Mercurial type 


P.0. Box 967—VA 
SANFORD, NORTH CAROLINA Only $30.00 


MEDICINE IN VIRGINIA 
17th, 18th and 19th Centuries 


Reduced Price to Members of 
The Medical Society cf Virginia 


3 Volumes for $5.00 


Order Through 


THE MEDICAL SOCIETY OF VIRGINIA 
4205 Dover Road Richmond 21, Va. 


Lynchburg, Virginia 


A. G. JEFFERSON 


Ground Floor Allied Arts Bldg. 


Exclusively Optical 
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in 
Richmond 


Member Federal Deposit Insurance Corp. 


AN 


ETHICAL 


AND 
EFFECTI 


VE 


COLLECTION 
SERVICE 
specifically developed 


for the 


Medical Profession 


PROFESSIONAL 
SERVICE 
COMPANY 


100 Boylston 


Street 


Boston, Mass. 
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Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 
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Trademarked 
drugs... 


or “drugs 
anonymous”? 


In the field of medicine, as almost everywhere else in a free economy, 
the trademark concept has evolved over the years. As with most 
human institutions, there are some who may not consider it ideal; 
but it has brought about three signal benefits: 


To the physician it gives assurance of quality in the drugs he 
prescribes—assurance backed by the biggest asset of the maker, 
his reputation. 

To the manufacturer it gives one of the greatest possible incen- 
tives to produce new and better curative agents. 


To the pharmacist it gives preparations which he can dispense 
with confidence. 


If trademarks are done away with, a whole new setup must be created: 


1. An enormously expanded, expensive system of government 
quality control. 
2. A new system of generic nomenclature which would magi- 
cally turn out names not only rememberably simple, but also 
conforming to the principles of complex chemical terminology. 
3. Something new to fill the gap left by the elimination of the 
trademark incentive to produce new and better drugs. 
The American system has been pre-eminent in producing and distrib- 
uting good medicines. Above all it has been successful in creating 
new advances in therapy. In a dubious effort to provide cheaper 
medicines by abolishing the trade names upon which the responsible 
makers stake their reputations, let us beware of sacrificing this success. 


This message is brought to you on behalf of the producers of prescription 
drugs to help you answer your patients’ questions on this current medical 
topic. For additional information, please write Pharmaceutical Manufacturers 
Association, 1411 K Street, N. W., Washington 5, D.C. 
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The cigarette that made the filter famous! 


KING SIZE 


It’s true. Kent’s enormous rise in popularity—with all the attendant magazine 
and newspaper stories—really put momentum to the trend toward filter cigarettes! 


An important step in making the “‘Micro- 
nite” Filter is Kent’s “Jet-Blooming” 
Process. Specially designed machines 
separate the soft, pure, all-vegetable 
material—then compress the fibers into 
the filter shape, in an intricate network of 
tiny channels which refinesmoking flavor. 


So, Kent with the “‘Micronite” Filter re- 
fines away harsh flavor . . . refines away 
hot taste . . . makes the taste of a cigarette mild. 


That’s why you'll feel better about smoking with the taste of Kent. 


ALL THESE FIBERS ARE COMPRESSED INTO THE FILTER! 


A PRODUCT OF THE P. LORILLARD COMPANY—FIRST WITH THE FINEST CIGARETTES—THROUGH LORILLARD RESEARCH 


© 1961 P. LORILLARD CO. 
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Doctor... 


*What would paying a bill like this 
do to your personal finances? 


‘And what about additional bills for your 
continuing Office Expenses — if YOU 
had been the patient? 


—AS A PRACTICING PHYSICIAN... —AS A PRACTICAL BUSINESSMAN .. . 


. . . knowing that today’s hospital confinements mean . . . knowing that today it costs BIG money to operate 
BIG bills, you should be the first to own “catastrophic” your office — even when you are sick or injured and 
hospital-nurse insurance for yourself and your family’s can’t be ‘on duty’ — it's only good business to obtain 
assured protection. Overhead Expense protection. 
PLAN 2 

Major Hospltal-Nurse Expense Professional Overhead Expense 
PAYS 100% of Hospital Room & Board Charges and 
Hospital Miscellaneous Expense PLUS 75% of in- PAYS covered Office Expenses — Rent, Employees’ 
hospital Nurse Fees — after the selected Deductible Salaries, Heat, etc. — when you are continuously 
Amount has been applied — up to a $10,000 overall disabled by injury or sickness for 14 days or more. 
Limit of Payment for expenses incurred within 3 years Payments are made directly to you, and can continue 
of any one accident or sickness. Applies to each for as long as | year if you are totally disabled that 
insured Member, Spouse or Dependent Child. length of time. 
You have a choice of 3 deductible amounts, assuring You select only the protection you need — from $200 
the ‘right’ protection at the ‘right’ cost for YOU! up to $1,000 a month — based on actual operating 


expenses. And initial low cost eventually is even 
lower because premiums are tax-deductible! 


-| APPROVED BY THE MEDICAL SOCIETY OF VIRGINIA | 


UNDERWRITTEN BY AMERICAN CASUALTY CO. READING, PA. 
DAVID A. DYER, Administrator 
Medical Arts Building Roanoke, Virginia 


HAVE YOUR NURSE PHONE US COLLECT — DIAMOND 4-5000 — for complete details about this much-needed pro- 
tection for which hundreds of Virginia doctors have already enrolled. We will gladly supply additional information or an 
enrollment application. There is no obligation and no solicitor will call MAY WE HEAR FROM YOU TODAY? 
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NICOZOL 


ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 


NICOZOL therapy (the original formula) affords ee 

prompt relief of apathy. Patients generally look 

better, feel better; become more cooperative, For relief of agitation and hostility: 
cheerful and easier to manage. NICOZOL with reserpine Tablets 


No dangerous side effects. Supply: Capsules « Elixir (\/ 


|REFER TO 


DRU G Write for professional sample and literature. Page 581 
C Speciatties WINSTON-SALEM 1, NORTH CAROLINA 


DEDICATED TO SERVING THE SOUTHERN PHYSICIAN 
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BRIP-TIGHT CAP 
for Children's 
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LIFTS 
DEPRESSION 
CALMS 
ANXIETY 


“I feel like my old self again!” Thanks to your balanced Deprol ther- 
apy, her depression has lifted and her mood has brightened up — while her 
anxiety and tension have been calmed down. She sleeps better, eats better, 


and normal drive and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids “‘seesaw”’ effects 
of energizers and amphetamines. While ener- 
gizers and amphetamines may stimulate the 
patient —they often aggravate anxiety and 
tension. 


And although amphetamine-barbiturate combi- 
nations may counteract excessive stimulation — 
they often deepen depression and emotional 
fatigue. 


These “seesaw” effects are avoided with Deprol. 
It lifts depression as it calms anxiety —a bal- 
anced action that brightens up the mood, brings 
down tension, and relieves insomnia, anorexia 
and emotional fatigue. 


Acts rapidly — you see improvement in a few 
days. Unlike the delayed action of most other 


WwW} WALLACE LABORATORIES / Cranbury, N. J. 


antidepressant drugs, which may take two to six 
weeks to bring results, Deprol relieves the 
patient quickly — often within a few days. Thus, 
the expense to the patient of long-term drug 
therapy can be avoided. 


Acts safely—no danger of liver or blood damage. 
Deprol does not cause liver toxicity, anemia, 
hypotension, psychotic reactions or changes in 
sexual function — frequently reported with other 
drugs. 


Dosage: Usvol starting dose is | tablet q.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d. 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HC!} and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. 
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Good 
for 
all hands 


handy, 
disposable, 
moist 


ZEPHIRAN 
TOWELETTES 


new antiseptic 
skin cleansing tissues 


Zephiran Towelettes cleansing tissues are impregnated with Zephiran chloride 1:750. They are welcomed by 
hospital personnel as well as by patients. Towelettes provide a handy, pleasant, antiseptic and deodorizing 
cleansing without the use of water. Inside each individual foil envelope is a conveniently large, moist Zephiran- 
impregnated disposable tissue — ready to use anywhere, any time. 


Hospital and Medical Uses: For bedside cleansing to reduce nursing care and time. 
For patients’ use before and after meals. For patients after use of the bedpan. For 
cleansing of nursing mothers’ hands before handling the bahy.or breast. For cleansing 
of patients before and after gynecologic examination. For routine antiseptic skin 
x cleansing of patients following operations such as colostomy, prostatectomy, hemor- 
rhoidectomy. For refreshing cooling cleansing of patients with fever, headaches, etc. 
For first-aid antiseptic cleansing of minor cuts, abrasions and burns. For patients with 
acne to cleanse the skin during the day. In the doctor's bag for house calls, for use 
in ambulances, etc. 
General Uses: In the home, in the hospital, in the office, while traveling, when caring 
for children and during sports — for a quick fresh-up any time. 
of refined ‘beasaikonium chloride) in an (Ih 


EASY TO OPEN ~- EASY TO USE 
Available in boxes of 20 and 100. 


effective antiseptic concentration, perfume, 
cok decked por LABORATORIES * New York 18, N. Y. 


Zephiran (brand of benzalkonium, as chloride, refined), trademark reg. U.S. Pat. Off. 
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--Homatropine, plus APC) 


“TAB LETS 


mild oral 
potent parenteral 


anil in 5-15 minutes 
ms relief usually lasts 
hours or longer 


= toleration excellent.. : 
constipation rare 


a sleep uninterrupted 


4 50 mg. 

HCl, 0.38 mg. dihydrohydroxy- 

codeinone terephthalate (warning: 
_ may be habit-forming), 0.38 mg. 

homatropine terephthalate, 

224 mg. acetylsalicylic acid, 

160 mg. and 


* ENDO LABORATORIES 
Richmond Hill 18, New York ; 


AVERAGE ADULT Dose | 
1 tablet every 6 hours. 
ay be habit-forming. 
Federal law permits 


prescription. 
Also Available 
For greater 
flexibility i in dosage — 
*-Demi: The complete 
ercodan formula, but with 


Nicklas, F. W.: Perco 
trial practice, Indust. Med. 
Clin. Med. 198 

Digest 22:135, No. 3, 


between 
| 
|. andhomatropine. - | 
Med. & Surg. 6:376, 1952. 2. Bonica, J.J, 
Placebo, West. J. Surg, 65:04, 1967, 
138, 145, 156, 234. 6. Nicolson, W.P., Jr, 
— pain, J.M.A. Georgia 46:471, 1957. 
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How to give him 4 years of 
college for the price of 3 


If your money and your young- 
ster grew up together, it would 
certainly help meet college 
costs, wouldn’t it? That’s ex- 
actly how it works when you 
save for his education with U.S. 
Savings Bonds. For example, 
if you start with $6.25 a week 
when he’s 2 or 3, you'll have 
put in $4900 when he reaches 
college age. Then cash the 
Bonds as you need them, and 
you'll get back about $6900 — 
enough for a fair share of 4 
years at State. 


WHY U.S. SAVINGS BONDS ARE 
SUCH A GOOD WAY TO SAVE 


You can save automatically on 
the Payroll Savings Plan, or 
buy Bonds at any bank + You 
now earn 334% to maturity, 
%% more than ever before - 
You invest without risk under 
a U. S. Government guarantee 
e Your Bonds are replaced free 
if lost or stolen - You can get 
Give him his chance at America’s opportunities. tel money with interest any- 
He needs a peaceful world to grow in. Every U.S. | time you want it - You save 
Savings Bond you buy helps assure peace by more than money—you buy 


keeping our country strong. shares in a stronger America. 


You save more than money with U.S. Savings Bonds — 4 aumversar 


1961 


@ This advertising is donated by The Advertising Council and this magazine. 
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THERE’S 

AN 

AIR 

OF 
EXCITEMENT 
INSIDE 


You can see a hint of the excitement 
going on inside The Hotel Richmond 
when you see the new facade. Extensive 
redecorating is recapturing the gracious 
atmosphere of the 1860’s at The Hotel 
Richmond overlooking historic Capitol 
: Square. Your visit takes on added ex- 
: citement when surrounded with the 
x gracious beauty of the Old South. 
Exciting things are happening—at your 
Civil War Centennial Headquarters— 
The Hotel Richmond. 

One example is the Centennial Room, 
where masterfully prepared Southern 
food is served with traditionally famous 
Southern hospitality in surroundings 
reminiscent of a fine Southern dining 
room. 1961-1966 
For information and reservations contact 
Director of Sales, Dept. VMM, Rich- 
mond Hotels, Incorporated, Richmond, 
Va. 


civit WAR 
CENTENNIAL 


Richmond Niles Treorporaled 


THE HOTELS THAT HOSPITALITY BUILT 
The John Marshall, The William Byrd, The King Carter, 
The Richmond; Richmond, Virginia and The Chamberlin 
Hotel, Fort Monroe, Virginia 


VoLUME 88, JuLy, 1961 
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PROTECTION IN 


ANGINA 
PECTORIS 


ANTORA... 


PROVIDES 10-12 HOURS 
GRADUAL RELEASE .. . 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythritol Tetranitrate . . . a clinically proven 
dosage form. For assured 24 hour control, administer 
one Antora capsule before breakfast and one before 
evening meal. ANTORA REDUCES NITROGLYCERIN RE- 
QUIREMENTS . . . IMPROVES EKG TRACINGS .. . 
PROVIDES BETTER EXERCISE TOLERANCE . . . REDUCES 
NUMBER AND SEVERITY OF ATTACKS. Administer with 
caution in glaucoma. 


FOR THE UNDULY 
APPREHENSIVE PATIENT . . 


Timed Disintegration Capsules, containing 30 mg. 
Pentaerythrito! Tetranitrate plus 50 mg. Secobarituric 
Acid. Medication is released over 10 to 12 hours with 
fewer side effects and less “hangover” than the long- 
er acting barbiturates. As with Antora, capsules are 
administered only twice daily instead of the usual 
8 to 12 tablets. Administer with caution in glaucoma. 


WZ 
REFER TO! Supplied: Bottles of 60 and 250. 
PDR Literature and clinical samples 
available, 
PAGE 643 


PHARMACEUTICALS 
1042 WESTSIDE DRIVE 
GREENSBORO, NORTH CAROLINA 
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In response to 
innumerable requests 
from dermatologists 


Winthrop Laboratories 
now makes available 


FOR LUPUS ERYTHEMATOSUS AND 
LIGHT-SENSITIVITY ERUPTIONS 


WHAT IT IS: 
A combination of Atabrine® hydrochloride 
25 mg., Aralen® phosphate 65 mg. and 
Plaquenil® sulfate 50 mg. 


WHAT IT’S FOR: 


Treatment of lupus erythematosus (chronic 
discoid type) and polymorphic light eruptions 
(light-sensitivity eruptions, solar urticaria 

or dermatitis). 


HOW IT ACTS: 


Each of the three components produces 
beneficial response in lupus erythematosus 
and light-sensitivity eruptions. Since the dose 
of each of the Triquin components is very ’ 
low, overall toxicity is reduced and clinical 

tolerance improved. Furthermore, the DOSAGE: 


three components appear to act Lupus. Average initial adult dose, 1 or 2 
synergistically. tablets after meals and at bedtime. Dosage 


should be reduced gradually at two week 
intervals to 1 or 2 daily. 


HOW SUPPLIED: Light-Sensitivity Eruptions. Average initial 
Triquin tablets in bottles of 100, sold on adult dose, 1 tablet after breakfast and 
prescription only. lunch. May be reduced after several weeks to 


maintenance dosage of 1 tablet daily. 
Write for TRIQUIN booklet. 


Triquin, Atabrine (brand of quinuctine), Aralen (brand of chloro- (| iuithnep LABORATORIES New York 18, N. Y. 


quine), and Plaquenil (brand of hydroxychloroquine]}, trademarks 
reg. U.S. Pat. Off. 
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REPRINT PRICES OF ARTICLES IN THE 
‘3 VIRGINIA MEDICAL MONTHLY 


Trim Size: 8 x 11 inches 


No. of copies 100 200 250 500 750 1000 1500 2000 
$8.30 $8.90 $9.20 $10.70 $12.20 $13.70 $16.70 $19.70 
Pee ee 9.45 10.20 10.60 12.45 14.35 16.20 19.95 23.70 
ed. ee 19.85 21.70 22.65 27.29 31.88 36.50 45.75 55.00 
Pages 47.87 50:15 31.30 57.00 62.70 68.40 79.80 91.20 
i 77.90 82.65 85.05 96.90 108.80 120.65 144.40 168.15 
Je 95.74 100.30 102.60 114.00 . 125.40 136.80 159.60 182.40 
eee oS 15.20 18.65 20.40 29.00 37.45 46.25 73.50 80.75 
Envelope—blank -- 2.80 5.60 7.00 14.00 21.00 28.00 42.00 56.00 


Envelope—printed _ 7.98 11.16 12.70 20.70 28.60 36.60 52.50 68.40 


PRICES F.O.B. RICHMOND, VA. 


Orders must be placed before type is distributed. 


WILLIAMS PRINTING CO. 


11-13-15 North 14th Street Richmond 19, Virginia 
INDEX TO ADVERTISERS 
Ase Ine... .---Inside Back Cover Richmond Eye Hospital-Richmond Ear, Nose and 
Robins, A. H., Company_-_-- 13 
Lily and: Company... 28 Saint Albans ___- 
: First and Merchants National - ------ - 37 Searle 29 
Gill Memorial Eye, Ear and Throat Hospital, Inc._-- 30 Squibb 16 
Mead Johnson ..-Back Cover Tucker Hospital, 
Parke, Davis & Second Cover-3 15 
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LOGICAL NEW DERMATOLOGICAL HELPS 


solve the mystery 
cne Therapy 


Brisivol has a gentle abrasive action that attacks the acne lesion simply and directly. 
It maintains the mild desquamation so essential to the successful acne regime. 
Helps open plugged pores, reduce pustules and blackheads, 
control oiliness. Helps minimize postacne scars. The patient simply applies Brasivol 
abrasive cleanser 2 or 3 times daily, and rinses. Ritual helps relieve 
urge to squeeze pimples. Cooperation is enhanced 
because results are readily seen and felt. Safety and success are 
supported in over 10 years of clinical studies on 
thousands of acne cases. Brasivol (pat. pend.) 
contains precisely sized abrasive particles 
(fused aluminum oxide) and hexachlorophene 1%, 
in a detergent and drying base. Compatible 
with other therapeutic measures. 


Write for starter samples and literature 


(STIEFEL ) 


LOGICAL DERMATOLOGICALS—since 1847 


°° STIEFEL LABORATORIES, INC. 
Oak Hill, New York 


CANADIAN REPRESENTATIVE: 
WINLEY-MORRIS CO., LTD., Montreal 29, Quebec 


A Brasivel Medium 


Brasivol Fine Brasivol Rough 


Briasivol is supplied in 3 abrasive grades, 
permitting gradual intensification of abrasive 
action as the acne improves. Also, Brisivol 
Base (abrasive free) now available for acute 
inflammatory cases. 

Jars of Brasivol Base 5 oz.; Brasivol Fine 
534 oz.; Brasivol Medium 6% oz.; Brasivol 
Rough 7 oz. 


ABRASION THERAPY FOR ACNE 


in certain other countries Brasivol is available as DENCO-BRAS™ 


REFERENCES: 

SAPERSTEIN, R. B.: Treatment of Acne with Long Term 
Continuous Abrasion. A.M.A. Archives of Derm. 81: 601, 
April 1960. 

REES, R. B.; BENNETT, J. H.; GREENLEE, M. R.: Newer 
Drug Treatment in Dermatology, Cal. Med., 91:1, July 
1959. 

SULZBERGER, M. B. & WITTEN, V. H.: The Management of 
Acne Today. Med. Clinics of No. America, 43:3, May 1959, 
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‘B.W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize. . . 

give decisive bactericidal action 

for most every topical indication 


terial action—plus the 
soothing anti-inflam- 
matory, antipruritic ben- 


brand Ointment efits of hydrocortisone. 


The combined spectrum ye 
of three overlapping é 

antibiotics will eradicate 

virtually all known top- 

ical bacteria. 


brand Antibiotic Ointment 


brand Antibiotic Ointment Positive and gram-nega- 
tive organisms. 


bination with proven & 
effectiveness for the 
topical control of gram 


Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate _- 5 mg. 5 mg. 
Hydrocortisone 10 mg. 
Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 4 oz. and 
Y% oz. and ¥% oz. Y% oz. and % o: Y oz. (with 
(with ophthalmic tip) (with ophthalmic t tip) ophthalmic tip) 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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AN AMES CLINIQUICK® 


Quality of diabetic control & 
Quantitation of urine-sugar 


In the diagnosis of diabetes, the urine-sugar 
test may be little more than a screening adju- 
vant. But in the everyday management of 
diabetes, the urine-sugar test is the most prac- 
tical guide we have.' Routine testing, however, 
should not only detect, but also determine the 
quantity of urine-sugar. Quantitative testing is 
essential for satisfactory adjustment of diet, ex- 
ercise and medication. Furthermore, day-to-day 
control of diabetes is in the patient's hands. 
Quality of control is thus best assured by the 
urine-sugar test which permits the most accu- 
rate quantitation practicable by the patient. 


Cuinitest® permits a high degree of practical accuracy and is very convenient.? Its clinically stand- 
ardized sensitivity avoids trace reactions, and a standardized color chart minirnizes error or 
indecision in reading results. Cuinitest distinguishes clearly the critical 44%, 42%, %%, 1% and | 
2% urine-sugars. It is the only simple test that can show if the urine-sugar is over 2%.* Your nurse | 
or technician will appreciate these advantages; your patient on oral hypoglycemic therapy will find 
them helpful. Furthermore, Cuinitest may be a vital adjunct in the management of the diabetic 


child or the adult with severe diabetes. 


(1) Danowski, T. S.: Diabetes Mellitus, Baltimore, Williams & Wilkins, 1957, p. 239. (2) McCune, W. G.: M. Clin. 
North America 44:1479, 1960. (3) Ackerman, R. F., et al.: Diabetes 7:398, 1958. 


FOR PRACTICAL ACCURACY 


COLOR-CALIBRATED 


BRAND Reagent Tablets 


OF URINE-SUGAR QUANTITATION 


Standardized urine-sugar test...with 

GRAPHIC ANALYSIS RECORD 

A line connecting successive urine-sugar read- 
ings reveals at a glance how well diabetics are 
cooperating. Each Cuinitest Set and tablet re- 
fill contains this physician-patient aid. — o1se: 
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earlier detection of peripheral vascular disease 
key to improved therapeutic response 


In practically all peripheral vascular disease cases where marked 
occlusion with severe ulceration or frank gangrene has not de- 
veloped, patients can be assured that excellent treatment is avail- 
able and many symptoms can be relieved.' Routine palpation of 
peripheral] pulses’ and performance of clinical tests for peripheral 
arterial disease* will help earlier diagnosis. Consequently treat- 
ment can be instituted sooner, improving likelihood of a favorable 
response to therapy. 


Isoxsuprine hydrochloride, Mead Johnson 


myo- si -vascular relaxant 


increases deep peripheral circulation by direct action 
...without troublesome side effects 


VASODILAN’S record of safety and effectiveness in the management of periph- 
eral vascular disease has been established clinically.‘° Clarkson and Le Pere 
report: With strictly a clinical office approach, isoxsuprine [VASODILAN] was 
used in the treatment of 100 patients with peripheral vascular disorders. Defi- 
nite clinical improvement was obtained in 89 per cent of these patients.’’”> They 
further state: “In particular, the symptoms of pain, cramping, numbness, and 


cold were consistently relieved.’’® 


Contraindications — There are no known contra- 
indications to oral administration of VASODILAN 
in recommended doses. 

Cautions —VASODILAN should not be given immedi- 
ately postpartum or in the presence of arterial 
bleeding. Parenteral administration is not rec- 
ommended in the presence of hypotension or 
tachycardia. Intravenous administration is not 
recommended because of the increased likelihood 
of side effects. 

Side effects—Few side effects occur when given in 
recommended doses. Occasional palpitation and 
dizziness can usually be controlled by dosage ad- 
justment. Single intramuscular doses of 10 mg. or 
more may result in hypotension or tachycardia. 
Dosage and administration—Oral—10 to 20 mg. 
(1 to 2 tablets) t.id. or q.i.d.; I.M.—5 to 10 mg. 
b.i.d. or t.i.d. 


Supplied—10 mg. tablets, bottles of 100; 2 cc. am- 
puls (5 mg./ce.) for intramuscular use, boxes of 6. 
For complete details on indications, dosage, ad- 
ministration and clinical background of VASODILAN, 
see the brochure of this product available on request 
ae Mead Johnson Laboratories, Evansville 21, 
ndiana. 


References: (1) Lieberman, J. S.: GP 21:133-143 
(March) 1960. (2) DeWeese, J. A.: New England J. 
Med. 262:1214-1217 (June 16) 1960. (3) Winsor, T.: 
Peripheral Vascular Diseases: An Objective Ap- 
proach, Springfield, Illinois, Charles C Thomas, 
1959, pp. 457-458. (4) Kaindl, F; Samuels, S. S.; 
Selman, D., and Shaftel, H.: Angiology 10:185-192 
(Aug.) 1959. (5) Clarkson; I. S., and Le Pere, D. M.: 
Angiology 11:190-192 (June) 1960. (6) Samuels, 
S. S., and Shaftel, H. E.: J.A.M.A. 17:142-145 
(Sept. 12) 1959. 
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Mead Johnson 
Laboratories 


Symbol of service in medicine 
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